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BACKGROUND 

Pain  is  a  universal  and  timeless  issue.  As  the  Greek  tragic  dramatist  Aeschylus  noted: 
"Who  except  the  gods  can  live  time  through  forever  without  any  pain?" 

As  we  approach  the  threshold  of  the  21st  century,  the  question  of  managing  pain 
effectively  remains  unanswered.  On  the  one  hand,  the  ethical  duty  to  relieve  pain  is  well 
established.  According  to  the  Agency  for  Health  Care  Policy  and  Research:  "The  ethical 
obligation  to  manage  pain  and  relieve  the  patient's  suffering  is  at  the  core  of  a  health  care 
professional's  commitment." 

Yet,  on  the  other  hand,  in  mid-November  1995,  the  Study  to  Understand  Prognosis  and 
Preference  for  Outcomes  and  Risks  of  Treatments  (SUPPORT),  the  $28  million  project 
funded  by  the  Robert  Wood  Johnson  Foundation,  found  that  half  of  patients  who  died  in 
the  hospital  experienced  moderate  or  severe  pain  at  least  half  the  time  during  their  last 
three  days  of  life.  Despite  aggressive  efforts  to  improve  communications  among  care 
givers,  patients  and  families,  the  SUPPORT  Project  failed  to  improve  the  quality  of 
dying. 

The  findings  of  the  SUPPORT  Project  were  confirmed  by  the  personal  experiences  of 
Judith  A.  Dyer,  an  oncology  and  pain  clinical  nurse  specialist  at  a  major  Boston  teaching 
hospital,  in  her  direct  testimony  before  the  Special  Sub-Committee  on  Pain  Management 
on  November  28,  1995: 

"Recently  I  lectured  in  a  program  on  pain  management 
to  42  hospice  and  long  term  facility  nurses.  Prior 
to  lecturing,  I  asked  how  many  people  felt  they  were 
at  a  somewhat  expert  level  of  knowledge  on  pain 
management.   Two  raised  their  hands.   When  I  asked  how 
many  were  intermediate,  none  raised  their  hands.  40  out 
of  42  nurses  ranked  themselves  at  the  novice  level.  " 

Problems  with  managing  pain  are  pervasive  according  to  a  letter  submitted  in  testimony 
by  an  obstetrician/gynecologist  on  the  staff  of  a  large  teaching  hospital  in  Worcester: 

"This  letter  is  to  document  a  series  of  events  that  took  place  in 
November,  1994.  I  had  a  patient  with  terminal  cervical  cancer 
approximately  30  years  old.  She  had  decided  to  stop  treatment  and 
rely  on  comfort  measures  until  her  death.  Her  pain  control  at  the  time 
was  inadequate  and  it  was  decided  by  her  physician  to  start  using  a  long 
acting  oral  drug  such  as  MSContin.   The  patient  had  [a  managed  health  care 
plan]  and  the  only  pharmacy  that  she  could  use  was  out  of  what  she  needed. 
Her  family  went  to  other  pharmacies  and  found  that  [a  local  drug  store  J 


had  everything  that  she  required.  Her  insurance  company  denied  approval 
at  [this]  pharmacy  even  though  their  pharmacy  could  not  get  her  drugs  for 
four  days.  At  that  time  we  offered  the  patient  admittance  to  the  hospital  for 
pain  control  until  she  could  have  the  supply  she  needed  at  home.   The 
patient  was  disgusted  with  the  system  and  demoralized  to  the  point 
where  she  stated  she  just  wanted  to  die.  No  one  and  not  any  patient 's 
family  should  have  to  go  through  this.  " 

[Jill  M.  Terrien  M.D.,  Department  of  Obstetrics  and  Gynecology  , 
University  of  Massachusetts  Medical  Center,  Letter  to  the  Special  Sub-Committee 
on  Pain  Management  (December  5,  1995)]. 

More  recently  the  psycho-social  effects  of  long  term  pain  were  exemplified  in  the  case  of 
a  Massachusetts  woman  who  sought  a  Dr.  Kevorkian-aided  suicide  rather  than  endure 
pain  any  longer. 

ORIGINS  OF  THE  SPECIAL  SUB-COMMITTEE  ON  THE  MANAGEMENT  OF 
ACUTE  AND  TERMINAL  PAIN 

Precisely  because  pain  has  such  universal  implications,  the  Massachusetts  legislature 
established  a  commission  in  May  1 993  to  study  how  pain  was  managed  in  the 
Commonwealth.  A  generally  accepted  definition  of  pain  management  is  the  one  supplied 
by  the  American  Board  of  Anesthesiology: 

"Pain  management  is  the  medical  discipline  concerned 

with  the  diagnosis  and  treatment  of  the  entire  range  of 

painful  disorders.  Because  of  the  vast  scope  of  the  field, 

pain  management  is  often  considered  a  multi-disciplinary 

subspecialty.   The  expertise  of  several  disciplines  is 

brought  together  in  an  effort  to  provide  the  maximum 

benefit  to  each  patient.  Although  the  care  of  patients  is 

heavily  influenced  by  the  primary  specialty  of  physicians 

who  sub-specialize  in  pain  management,  each  member  of  the 

pain  treatment  team  understands  the  anatomical  and  physiological 

basis  of  pain  perception,  the  psychological  factors  that  modify 

the  pain  experience,  and  the  basic  principles  of  pain  management.  " 

The  mission  of  the  Pain  Management  Commission  as  set  forth  in  1993  was  to  examine 
different  ways  to  treat  acute  and  chronic  pain  in  relation  to  the  new  advances  in  medicine 
and  to  explore  the  fiscal  implications  as  well. 

r 

The  original  legislators  chosen  to  co-chair  the  Commission  were  Senator  Frederick  E. 
Berry  (D-Peabody)  and  Representative  William  Cass  (D- Wakefield).  June  1993  marked 
the  expiration  date  of  the  commission.  It  was  revitalized  in  1995  as  a  subcommittee  of 


the  Joint  Committee  on  Health  Care  and  Senator  Marc  Pacheco  (D-Taunton)  with 
Representative  Harriette  L.  Chandler  (D-Worcester)  named  as  co-chairpersons. 

The  five  original  members  appointed  to  the  commission  by  the  Governor  in  1993. 
continued  to  serve  on  the  special  subcommittee  in  1995.  They  are  (see  expanded 
biographies  in  Supplement  A):  Daniel  B.  Carr,  M.D.,  the  Saltonstall  Professor  of  Pain 
Research  in  the  Departments  of  Anesthesia  and  Medicine  at  New  England  Medical 
Center  and  Tufts  University  School  of  Medicine  and  the  Medical  Director  of  its  Pain 
Management  Program;  Jean  A.  Guveyan,  R.N.,  M.S.N.,  C.S.-A.N.P.  the  Pain 
Management  Nurse  Specialist  and  Co-Director  of  the  inpatient  Pain  Management  Service 
at  Beth  Israel  Hospital;  Nancy  Ridley,  M.S.,  Assistant  Commissioner  for  the  Bureau  of 
Health  Quality  Management,  Massachusetts  Department  of  Public  Health;  Raymond  A. 
Smith,  M.A.,  D.  Phil,  M.D.,  Chief  of  Anesthesia  at  AtlantiCare  Medical  Center;  and 
Mildred  L.  White,  R.N.,  B.S.N.,  a  hospice  nurse. 

The  original  commission  held  a  preliminary  hearing  at  the  State  House  in  1993  to  hear 
testimony  directly  from  physicians,  pharmacists,  nurses,  hospices,  health  maintenance 
organizations,  private  insurance  companies,  and  consumers  who  had  personally 
experienced  pain  or  had  dealt  with  pain  management.  At  that  first  hearing,  Amy  L. 
Shafer,  Assistant  Director  of  Pharmacy  at  the  Beth  Israel  Hospital  in  Boston  pointed  out: 

"As  you  are  well  aware,  the  treatment  of  pain  is  a  component 

of  nearly  every  hospital  admission  and  most  outpatient  medical 

care.   The  task  of  the  Commission  is  a  needed  examination  of 

current  practices  in  this  extremely  important  and  common  aspect 

of  health  care. " 

[Amy  L.  Shafer,  Letter  to  Chairmen  and  Members  of  the  Commission  (May  20, 

1993)]. 


MISSION  STATEMENT  &  GOALS  AND  OBJECTIVES 

The  newly  reconstituted  Special  Sub-Committee  on  the  Management  of  Acute  and 
Terminal  Pain  developed  as  its  mission  statement:  "To  improve  the  management  of  pain 
of  all  types  in  the  Commonwealth  of  Massachusetts."  It  also  established  the  following 
goals  and  objectives: 

•  To  launch  a  series  of  public  hearings  throughout  the  Commonwealth  to  secure 
information  from  individuals  and  representatives  of  organizations  concerned  with  all 
aspects  of  pain  control. 

•  To  focus  community  attention  and  further  promote  education  in  the  area  of  pain 
management. 


•  To  provide  consumers  with  educational  materials  that  describe  the  major  therapies  for 
pain  management  as  well  as  resources  to  obtain  them. 

•  To  provide  health  care  providers  and  regulators  with  state  and  federal  requirements 
and  educational  materials  for  the  appropriate  prescribing  of  controlled  substances. 

•  To  make  recommendations  for  reforms  to  the  regulatory  boards  and  the  Great  and 
General  Court  which  would  improve  the  availability  of  appropriate  pain  management. 

•  To  make  recommendations  to  licensing  and  regulatory  boards  and  educational 
institutions  to  help  set  standards  of  training  in  the  area  of  pain  management  for 
students  and  practitioners  in  the  fields  of  medicine,  pharmacy  and  nursing. 

•  To  foster  and  support  diverse  approaches  to  therapy  which  would  be  appropriate  to 
the  community  clinic  or  hospital,  tertiary  hospital,  hospice,  or  home  care  settings. 

In  accordance  with  the  goals  and  objectives,  a  series  of  public  hearings  on  pain 
management  were  held  across  the  Commonwealth  in  1995-1996.  The  Special  Sub- 
Committee  met  in  Springfield,  Worcester,  Lynn  and  Boston  seeking  the  ideas  and 
concerns  of  health  care  providers  -  both  traditional  and  alternative,  consumers  and 
interested  citizens  of  Massachusetts.  More  than  40  people  gave  written  and  oral 
testimony  (see  Supplement  B). 

FINDINGS 

In  the  course  of  the  hearings,  it  became  apparent  that  the  majority  of  people  who  testified 
represented  two  types  of  pain  management:   1)  those  experienced  with  short-term  acute 
pain  such  as  surgeons  and  anesthesiologists,  and  2)  those  experienced  with  the  pain  of  a 
terminal  illness  such  as  oncologists,  hospice  nurses,  anesthesiologists,  etc.  Forboth  types 
of  pain,  there  are  excellent  outcomes  from  effective  pain  management. 

Thus,  in  the  course  of  the  hearings,  several  distinct  themes  emerged  from  the  testimony. 
Consumers  and  their  families  complained  of  their  lack  of  rights  as  patients,  their 
problems  filling  prescription  including  their  inability  to  locate  24-hour  pharmacies. 
Physicians  expressed  concern  about  the  unfounded  yet  widespread  fears  of  consumer 
addiction  -  even  for  terminal  patients  in  hospices  -  and  the  possible  threat  of  criminal 
charges  being  filed  against  them  for  violating  state  and  federal  drug  laws.  Pharmacists 
spoke  of  the  lack  of  communication  with  doctors  writing  prescriptions,  their  own  fears  of 
robberies  because  of  their  inventories  of  certain  drugs  and  their  concerns  about  regulatory 
oversight.  All  voiced  concern  about  reimbursement  procedures,  lack  of  education  about 
pain  management  among  all  of  the  health  care  professionals  as  well  as  the  general  public, 
lack  of  licensing  standards  for  pain  management  providers,  and  a  number  of  obsolete 
pharmacy  laws  that  served  as  barriers  to  effective  pain  management. 

With  the  advantage  of  hindsight,  it  is  apparent  that  virtually  all  of  the  testimony  was 
given  by  individuals  who  saw  pain  (both  acute  and  terminal)  as  a  real  problem  that  had 
good  outcomes  with  effective  pain  management.  What  was  expressed  in  a  rather  limited 


manner  were  the  concerns  of  the  average  physician  who  "works  in  the  trenches"  with  the 
patients  who  have  long-term  chronic  pain  and  become  addicted  to  their  prescriptions. 
Frequently,  these  patients  simultaneously  see  a  number  of  practitioners  in  order  to  meet 
the  medication  needs  of  their  addiction  or  to  sell  the  excess  drugs  on  the  street. 
Pharmacists  often  have  the  same  concerns  in  filling  prescriptions  for  consumers  with 
chronic  pain  who  are  being  prescribed  enormous  quantities  of  certain  medications. 
Unlike  the  practitioner  for  and  the  consumer  with  acute  or  terminal  pain,  who  welcome 
the  addition  of  a  listing  of  24-hour  pharmacies,  many  druggists  fear  attracting  addicts  and 
potential  robberies  if  their  round-the-clock  availability  is  publicized.  The  problem  is  only 
further  complicated  by  the  fact  that  there  is  very  little  communication  about  a  patient 
between  physician  and  pharmacist  other  than  the  prescription  itself. 

The  voluminous  documentation  that  resulted  from  the  hearings  was  carefully  studied  by 
the  members  of  the  Special  Subcommittee.  It  has  been  used  as  the  basis  for  this  report 
which  is  directed  to  acute  and  terminal  pain.  This  final  report  includes  recommendations, 
regulatory  changes,  and  proposed  new  legislation. 

In  addition,  the  Special  Subcommittee  has  studied  the  activities  of  other  states  concerning 
pain  management.  Pain  Commissions  have  been  established  and  reports  have  been  filed 
in  California,  Arkansas,  Florida  and  Georgia.  None  of  these  states  has  followed  up  with 
legislation.  There  is  legislation  pending  in  Texas  as  well  as  a  regulatory  change  approved 
in  that  state  (copies  of  the  efforts  in  Texas  may  be  found  in  Supplement  C.) 


SUMMARY  OF  RECOMMENDATIONS,  REGULATIONS  AND  LEGISLATION 
OF  THE  SPECIAL  SUBCOMMITTEE  ON  THE  MANAGEMENT  OF  ACUTE 

AND  TERMINAL  PAIN 


Issue:  REINFORCEMENT  OF  OPTIMAL  PAIN  MANAGEMENT 
TECHNIQUES 

Recommendations: 

1 .  Use  existing  standards  from  the  American  Pain  Society  for  the  treatment  of  pain  {see 
Supplement  D). 

2.  Encourage  health  care  providers  to  include  pain  as  an  appropriate  vital  sign  in  patient 
evaluations. 

3.  Encourage  all  health  care  providers  to  treat  pain  aggressively. 

4.  Facilitate  better  communication  between  various  professional  organizations  and 
agencies  involved  in  the  treatment  of  pain. 


Action  Plan: 

•  Request  the  Department  of  Public  Health  facilitate  periodic  meetings  of  appropriate 
regulatory  agencies,  professional  organizations  and  others  to  work  towards  improved 
pain  management  in  the  Commonwealth; 

•  Request  the  Department  of  Public  Health  adopt  by  policy  the  American  Pain  Society 
guidelines  and  disseminate  to  appropriate  health  care  providers  and  organizations; 

•  Encourage  adoption  of  the  American  Pain  Society  guidelines  by  the  Health  Care 
Financing  Administration,  Joint  Commission,  Medicare  and  state  licensing  authorities 
for  all  health  care  institutions  and  ambulatory  services;  and 

•  Request  the  Department  of  Public  Health  and  other  appropriate  state  agencies  to 
develop  a  list  of  existing  informational  materials  and  audiovisual  aids  on  pain 
management  techniques  for  patients'  use  or,  where  necessary,  to  develop 
supplemental  materials. 


Issue:  PATIENTS' RIGHTS 

Recommen  dations: 

1 .  Require  notification  of  type  and  range  of  pain  management  benefits. 

2.  Include  Pain  Management  as  a  Patient  Right. 

Action  Plan: 

•  The  Special  Sub-Committee  shall  formally  endorse  legislation  which  focuses  on 
patients'  rights  such  as  An  Act  to  Protect  Patients,  filed  in  1995  by  Representative 
David  Cohen  (D-Newton)  (see  Supplement  E).  Representative  Cohen's  bill' has  been 
refiled  for  consideration  during  the  1997-98  legislative  session; 

•  Request  the  Department  of  Public  Health  to  disseminate  materials  to  appropriate 
organizations  on  the  availability  of  research  protocols  to  assist  in  the  treatment  of 
pain;  and 

•  Request  the  Department  of  Insurance  have  insurers  provide  notification  of  type  and 
range  of  pain  management  benefits  to  policy  subscribers. 


Issue:  REMOVAL  OF  BARRIERS  TO  COVERAGE  OF  PAIN  MANAGEMENT 
Recommendations: 

1 .  Establish  clear  legal  protection  for  chronic  opioid  use  when  medically  appropriate. 

2.  Assure  appropriate  and  trained  personnel  serve  as  case  managers  for  claims  involving 
pain  treatments. 

3.  Incorporate  monitoring  of  pain  into  formal  discharge  plans  at  licensed  health  care 
facilities. 


Action  Plan: 

•  Request  the  Department  of  Public  Health  to  examine  current  discharge  protocols  to 
incorporate  language  pertaining  to  pain  management; 

•  Request  the  Division  of  Insurance  to  require  insurers  to  designate  appropriate 
personnel,  adequately  trained  in  pain  management,  to  serve  as  case  managers  for 
claims  involving  pain  treatments;  and 

•  Request  the  Division  of  Insurance  to  require  that  psychological  consultations 
requested  as  part  of  pain  management  treatment  be  classified  as  a  medical  benefit 
rather  than  a  mental  health  benefit. 

Issue:  EDUCATION 

Recommendations: 

1 .  Include  Pain  Management  as  part  of  the  Risk  Management  category  of  Continuing 
Education  credits  for  physicians,  nurses,  and  pharmacists. 

2.  Encourage  healthcare  professional  organizations  to  promulgate  the  findings  of  the 
Special  Sub-Committee  on  Pain  Management. 

3.  Encourage  Medical,  Nursing  and  Pharmacy  Schools  to  examine  issue  of  preparing 
health  care  providers  with  adequate  knowledge  of  pain  management  techniques. 

4.  Encourage  public  education  and  advocacy  for  consumer  interests. 

Action  Plan: 

•  Request  the  Department  of  Public  Health  to  coordinate  a  meeting  with  appropriate 
health  care  regulatory  boards  to  discuss  the  findings  of  the  Special  Sub-Committee  on 
Pain  Management  and  to  solicit  support; 

•  Request  the  Division  of  Registration  and  the  Board  of  Registration  in  Medicine  to 
meet  with  appropriate  health  care  regulatory  boards  and  professional  organizations  to 
discuss  expansion  of  knowledge  of  pain  management  techniques; 

•  Request  a  modification  in  the  Board  of  Registration  in  Medicine's  regulations  to 
include  Pain  Management  as  part  of  Risk  Control  category  of  Continuing  Medical 
Education  Credits; 

•  Request  a  modification  in  the  regulations  of  the  Boards  of  Registration  in  Nursing, 
Pharmacy  and  Physician  Assistants  to  require  a  minimum  number  of  contact  hours  in 
pain  management  biannually; 

•  Request  appropriate  health  care  regulatory  boards  require  their  licensees  to  properly 
notify  patients  of  their  right  to  receive  adequate  treatment  for  pain  and  to  conduct 
appropriate  assessments  for  pain; 

•  Request  that  the  Deans  of  Massachusetts-based  schools  of  medicine,  nursing  and 
pharmacy  provide  copies  of  their  curriculums  dealing  with  pain  management,  and 
upon  receipt  of  such  reports,  the  University  of  Massachusetts  Medical  School  shall 
convene  a  round  table  discussion  with  these  schools  to  seek  better  approaches  in 
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preparing  health  care  professionals  with  adequate  knowledge  of  pain  management 
techniques; 

•  The  Special  Sub-Committee  will  provide  various  professional  organizations  and 
journals  with  copies  of  the  Report  of  the  Special  Subcommittee  on  Pain  Management 
for  publication; 

•  Request  the  New  England  Pain  Society  and  other  appropriate  pain  associations 
compile  a  listing  of  available  treatment  modalities  as  well  as  a  resource  list  of  pain 
clinics  for  distribution  to  the  American  Pain  Society,  health  care  providers,  senior 
citizens  centers,  patient  advocacy  groups,  insurers,  the  media  and  other  appropriate 
organizations  which,  in  turn,  should  be  made  readily  available  to  the  public;  and 

•  Request  the  New  England  Pain  Society  and  other  appropriate  pain  associations 
organize  a  speakers  bureau,  comprised  of  health  care  professionals,  consumers  and 
others  who  are  knowledgeable  on  the  issue  of  pain  management. 

Issue:  LICENSING  STANDARDS  FOR  PAIN  MANAGEMENT  PROVIDERS 

Recommendations: 

1 .  Use  the  IASP/AHCPR  guidelines  for  clinic  and  physician  certification  (see 
Supplement  F). 

2.  Examine  existing  licensing  standards  through  the  Department  of  Public  Health. 

Action  Plan: 

•  Request  the  Department  of  Public  Health  examine  licensing  standards  for  programs, 
centers  and  other  similarly  named  entities  involved  in  the  treatment  of  pain  and  make 
appropriate  recommendations  to  the  Joint  Committee  on  Health  Care; 

•  Encourage  adoption  of  the  American  Pain  Society  guidelines  by  appropriate  health 
care  regulatory  agencies  and  Massachusetts-based  professional  organizations;  and 

•  Request  the  Division  of  Registration  and  the  Board  of  Registration  in  Medicine 
convene  a  meeting  with  appropriate  health  care  regulatory  agencies  to  discuss 
standards  and  credentials  for  health  care  practitioners  and  other  allied  health 
professionals  involved  in  the  treatment  of  pain. 


Issue:  PHARMACIES 

Recommendations: 

1 .  Increase  outreach  and  education  programs  for  pharmacists  in  conjunction  with 
appropriate  professional  organizations. 

2.  Use  the  list  of  twenty-four  hour  pharmacies  developed  by  the  Board  of  Registration  in 
Pharmacy. 

3.  Update  Massachusetts  statutes  pertaining  to  pharmacies  filling  prescriptions  for  pain 
medications. 


Action  Plan: 

•  Amend  M.G.L.  Chapter  94C,  s.  1  to  include  facsimiles  under  the  definition  of  written 
prescription  (see  Appendix  A); 

•  Amend  M.G.L.  Chapter  94C,  s.  1 8(d)  to  allow  Massachusetts-based  pharmacies  to  fill 
prescriptions  for  Schedule  II  drugs  from  out  of  state  and  beyond  contiguous  states 
(see  Appendix  B); 

•  Amend  M.G.L.  Chapter  94C,  s.  23(a)  to  permit  the  filling  of  a  Schedule  II 
prescription  within  30  days  after  the  prescription  was  written  (see  Appendix  C); 

•  Amend  M.G.L.  Chapter  94C,  s.  20(c)  to  permit  an  oral  Schedule  VI  prescription 
without  written  follow-up  (see  Appendix  D); 

•  Amend  M.G.L.  Chapter  94C  by  striking  out  s.  24,  a  section  which  requires  physicians 
to  report  the  names  of  patients  who  are  being  treated  for  their  addiction  to  the  Bureau 
of  Substance  Abuse  within  the  Department  of  Public  Health  (see  Appendix  E); 

•  Request  the  Department  of  Public  Health,  the  Division  of  Registration  and  the  Board 
of  Registration  in  Medicine  to  initiate  a  discussion  with  professional  associations, 
health  care  regulatory  agencies  and  state  and  federal  law  enforcement  agencies  to 
develop  improved  methods  to  verify  the  validity  of  prescriptions  for  pain 
medications; 

•  Request  the  Department  of  Public  Health  to  engage  in  ongoing  discussions  with  the 
Board  of  Pharmacy  to  facilitate  ways  to  improve  access  to  pain  medications  by 
consumers  throughout  the  state; 

•  Request  the  Board  of  Pharmacy  to  maintain  a  current  listing  of  all  24-hour 
pharmacies  operating  in  the  state  and  to  make  such  list  available  to  the  public;  and 

•  The  findings,  recommendations  and  actions  plans  of  the  Special  Subcommittee  on 
Pain  Management  will  be  published  in  Pharmacy  Update,  which  is  distributed  to  all 
Massachusetts  licensed  pharmacists  as  well  as  industry  representatives. 


CONCLUSIONS: 

Pain  is  one  of  the  most  common  reasons  consumers  seek  medical  attention.  Yet,  as  the 
Special  Subcommittee  on  the  Management  of  Acute  and  Terminal  Pain  heard  repeatedly 
in  its  hearings,  pain  is  frequently  undertreated,  leaving  consumers  to  suffer  needlessly  and 
their  families  with  a  sense  of  helplessness.  Misperceptions  and  fears  about  pain 
medications,  including  the  potential  risk  of  criminal  charges,  tolerance  to  the  medication, 
and  their  addictive  potential  are  common  causes  of  undertreatment  and  reasons  for 
noncompliance  by  health  care  professionals  as  well  as  consumers. 

While  much  has  been  said  about  the  need  to  recognize  consumers'  rights  in  the  area  of 
pain  management,  the  converse  must  also  be  emphasized.  If  a  consumer  has  rights,  that 
consumer  also  has  responsibilities.  No  effective  pain  management  approach  can  be 
successful  if  the  responsibilities  are  only  assumed  by  health  care  professionals. 
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As  Francis  S.  Campion,  M.D.,  Vice  President  for  Clinical  Integration  at  the  Caritas 
Christi  Health  Care  System  commented  in  his  written  testimony  before  the  Special  Sub- 
Committee  on  the  Management  of  Acute  and  Terminal  Pain  on  June  11,  1996: 

"Legislators  and  public  health  leaders  have  a  critical  role  to 
play  in  the  improvement  of  pain  management  services  in  the 
Commonwealth  of  Massachusetts....  I  believe  that  we  are 
truly  on  the  verge  of  dramatically  improved  pain  management 
services  for  our  citizenry.  More  work  lies  ahead.   We  seek  your 
partnership  to  begin  a  public  education  campaign  on  the  issues 
of  pain  management  and  palliative  care.   We  need  your  leadership 
to  foster  a  legal  and  health  insurance  environment  which  recognizes 
the  uniqueness  and  protects  the  dignity  of  each  of  our  people.  " 

The  issues  that  have  been  raised  in  this  report  will  be  circulated  to  concerned 
organizations  and  individuals.  In  addition,  legislation  has  already  been  prepared  and 
filed  for  consideration  during  the  1997-98  legislative  session/see  Supplement  G). 

It  should  be  noted  that  this  report  to  the  legislature  with  its  numerous  recommendations, 
proposed  regulations  and  legislation  is  but  a  first  step  in  a  work  in  progress.  It  is  a 
starting  point  in  identifying  the  issues  raised  in  public  forums  across  the  state  and  in 
seeking  to  encourage  regulatory  agencies  and  professional  health  care  organizations  to 
address  these  problems.  Effective  pain  management  can  not  occur  through  legislation 
alone  or  even  primarily.  Rather,  it  will  be  health  care  professionals  working  together  who 
will  arrive  at  the  creative  answers  needed  for  the  complex  questions  that  are  asked  in  this 
report  and  the  work  that  will  be  required  for  the  issue  of  chronic  pain. 
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SUPPLEMENT  A: 


MEMBER  BIOGRAPHIES 

FOR  THE 

SPECIAL  SUBCOMMITTEE 

ON  THE  MANAGEMENT  OF 

ACUTE  AND  TERMINAL  PAIN 


SPECIAL  SUBCOMMITTEE  ON  THE  MANAGEMENT  OF  ACUTE  AND 

TERMINAL  PAIN 

Nancy  Ridley,  M.A.,  is  the  Assistant  Commissioner  for  the  Bureau  of  Health 
Quality  Management  at  the  Massachusetts  Department  of  Public  Health.  Her 
responsibilities  include  the  Divisions  of  Food  and  Drugs,  Radiation  Control,  Sanitation, 
Health  Care  Quality  and  the  Office  of  Emergency  Medical  Services.  She  is  also  a  U.S. 
Food  and  Drug  Administration  Commissioned  Officer.  She  has  spent  the  past  fourteen 
years  managing  a  variety  of  state  public  health  programs  in  the  areas  of  health  care, 
environmental  health  quality  management  and  has  specialized  in  risk  management. 
Nancy  Ridley  has  a  B.A.  in  Biology  and  Chemistry  and  a  M.S.  in  Medical  Laboratory 
Science  from  Northeastern  University. 

Daniel  B.  Carr,  M.D.,  is  the  Saltonstall  Professor  of  Pain  Research  in  the 
Department  of  Anesthesia  and  Medicine  at  New  England  Medical  Center  and  Tufts 
University  School  of  Medicine,  as  well  as  the  Medical  Director  of  its  Pain  Management 
Program.  Dr.  Carr  co-chaired  and  drafted  major  portions  of  the  Agency  for  Health  Care 
Policy  Research's  (AHCPR)  clinical  practice  guidelines  on  acute  and  cancer  pain 
management  and  also  was  a  leader  in  establishing  the  Pain  Center  (and  its  accredited 
fellowship  program)  at  the  Massachusetts  General  Hospital.  He  currently  serves  as  a 
member  of  the  board  of  directors  of  the  American  Pain  Society  (APS).  Dr.  Carr  received 
his  B.A.  cum  laude  in  Physics  from  Columbia  College  in  New  York,  M.A.  from 
Columbia  University  in  Physics  and  M.D.  from  the  College  of  Physicians  and  Surgeons 
at  Columbia  University. 

Jean  A.  Guveyan,  R.N.,  M.S.N.,  C.S-A.N.P.,  is  the  Pain  Management  Nurse 
Specialist  and  Co-Director  of  the  inpatient  Pain  Management  Service  at  Beth  Israel 
Hospital/Deaconess  Medical  Center.  Ms.  Guveyan  also  serves  as  an  Assistant  Clinical 
Professor  of  Nursing  in  the  Graduate  Entry  Program  in  Nursing  and  in  the  Master's 
Studies  Program  at  the  Yale  University  School  of  Nursing.  In  addition,  she  is  a  Medical- 
Surgical  Clinical  Nurse  Specialist  and  a  Certified  Adult  Nurse  Practitioner.  Ms.  Guveyan 
recently  served  as  President  and  Chief  Executive  Officer  for  the  American  Society  of 
Pain  Management  Nurses.  At  Beth  Israel  Hospital/Deaconess  Medical  Center,  Ms. 
Guveyan  chairs  the  Pain  Guidelines  Committee,  the  Pain  Resource  Nurse  Task  Force  and 
is  the  Director  of  the  Educational  Pain  Forum.  Ms.  Guveyan  received  her  B.S.  from 
Simmons  College  in  Boston,  and  her  M.S.N,  with  Honors  from  Yale  University  School 
of  Nursing. 

Raymond  A.  Smith,  M.A.,  D.Phil.,  M.D.  is  currently  Chief  of  Anesthesia  at 
AtlantiCare  Medical  Center.  In  addition,  he  is  Staff  Anesthesiologist  at  Lahey  Clinic 
North  and  also  Staff  Anesthesiologist  and  Vice  President  of  Medical  Staff  at  the 
Transitional  Hospitals  Corporation  in  Peabody,  Massachusetts,  and  an  Associate  in 
Anesthesia  at  New  England  Baptist  Hospital.   He  is  also  currently  a  Clinical  Associate  in 
Anesthesia  at  Harvard  Medical  School.  At  Oxford  University  in  United  Kingdom,  Dr. 


Smith  received  his  B.A.  in  Chemistry  with  honors,  M.A.,  and  D.Phil,  in  Pharmacology. 
He  received  his  M.D.  from  the  University  of  Miami  School  of  Medicine. 

Mildred  L.  White,  R.N.,  B.S.N.,  formerly  a  Hospice  Nurse  with  the  Hospice  of 
Cape  Cod  in  Yarmouthport,  Massachusetts,  is  now  with  the  Visiting  Nurses  Association 
of  Upper  Cape  Cod.  Before  coming  to  the  Cape,  Ms.  White  was  a  Staff  Nurse  in  the 
Terminal  Care  Unit  at  the  New  England  Sinai  Hospital  in  Stoughton,  Massachusetts.  Ms. 
White  received  her  Bachelor's  in  Nursing  at  Cornell  University -New  York  Hospital 
School  of  Nursing.  She  also  completed  the  Advanced  Hospice  Training  Program  at  the 
Hospice  of  Cape  Cod. 

Marc  R.  Pacheco,  is  the  State  Senator  from  the  1st  Plymouth  and  Bristol  district 
of  Southeastern  Massachusetts.  Senator  Pacheco  serves  as  Senate  Vice-Chair  of  the  Joint 
Committee  on  Health  Care,  and  also  served  as  co-chair  of  the  Special  Commission  on 
Health  Care  Reform.  Senator  Pacheco  is  serving  his  third  term  in  the  Senate,  and 
previously  served  in  the  Massachusetts  House  of  Representatives  from  1989-1993. 
Senator  Pacheco 's  educational  background  consists  of  an  Associates  Degree  from 
UMASS/Stockbridge,  a  Bachelor's  Degree  in  Human  Services  from  New  Hampshire 
College  and  a  Master's  Degree  in  Public  Administration  from  Suffolk  University. 

Harriette  L.  Chandler,  is  the  State  Representative  from  Worcester  and  was  elected 
in  1994.  Representative  Chandler  is  a  member  of  the  Joint  Committee  on  Health  Care, 
the  House  Committee  on  Ways  and  Means,  and  the  House  Committee  on  Science  and 
Technology.  She  previously  had  served  two  terms  on  the  Worcester  School  Committee. 
Representative  Chandler  is  a  graduate  of  Wellesley  College,  received  a  M.A.  and  Ph.D.  in 
International  Relations  and  Government  from  Clark  University  and  a  M.B.A.  from 
Simmons  Graduate  School  of  Management. 
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SUPPLEMENT  B: 


WRITTEN  TESTIMONY 

SUBMITTED  TO  THE 

SPECIAL  SUBCOMMITTEE 

ON  THE  MANAGEMENT 

OF  ACUTE  AND  TERMINAL  PAIN 


Written  Testimony 

submitted  to  the  Pain  Management  Task  Force 


Name 


Affiliation 


Date  Testified 


Amy  L.  Shafer.  Pharm.D. 

Lee  S.  Perrin,  M.D. 

Dennis  W.  Joubert.  M.S..  R.P.h. 

Richard  P.  Wasnewsky 

Judith  A.  Dyer.  RN.  MSN.  MA.  OCN 

Dr.  James  P.  Rathmell 

Alexander  A.  Mannenberg.  M.D. 

Nancy  Kowal.  RN.  BSN.  MSN.  NP 

Farajallah  Habib.  M.D. 
Charles  Rosenbaum.  M.D..  P.C. 

Mary  G.  Whalen.  RN.  MSN 
Margaret  Barton  Burke  RN.  OCN 
Dr.  Saki  F.  Santorelli,  Ed.D. 
Judith  A.  Spross  MS.  RN.  OCN 
Jill  M.  Terrien 
James  C.  Hurowitz.  M.D. 
William  M.  Maykel.  DC.  DIBAK 
Robert  B.  Steinberg.  Ph.D.,  M.D. 
Edward  M.  Opoka 
Carol  Piel.  RN.  MS 
Pat  M.  Gibbons.  BSN.  CRNH 
Jane  Cowles,  Ph.D. 
Ariene  Lowney 
Marcelle  M.  Willock.  M.D.,  M.B.A. 
Ross  Musumeci.  M.D. 
Francis  X.  Campion.  M.D. 
Margaret  Barry 
Helen  Kelley 
Patricia  F.  Osgood.  Ph.D. 
Gabriel  Abella.  M.D. 
Dr.Peeters-Asdourian/Dr.  Bajwa 
Susan  Montemy 
Candy  North 
Margaret  Caudill,  M.D..  Ph.D. 
Tamara  Jane  Cubi 


Beth  Israel  Hospital 

Mass.  Society  of  Anesthesiologists 

Faulkner  Hospital 

Parish  of  Saint  Peter 


Mass.  Society  of  Anesthesiologists 

Univ.  of  Mass.  Medical  Center 

Univ.  of  Mass.  Medical  Center 

Mass.  Cancer  Pain  Initiative 

Hospice  of  Central  Mass.,  Inc. 

Mass.  Cancer  Pain  Initiative 

Univ.  of  Mass  Medical  Center 

Univ.  of  Mass  Medical  Center 

The  Hurowitz  Medical  Group 

Wore.  Cty.  Chiro.  &  Sports  Med. 

Tufts  Univ.  School  of  Medicine 

Hospice  Life  Care 
Commonweallth  Hospice.  Inc. 

Hospice  Federation  of  Mass. 

Boston  Univ.  Med.  Ctr.  Hosp. 

Deaconess  Hospital 

Caritas  Christi 

Mass.  Nurses  Association 

Board  of  Registration  in  Nursing 

"Project  Pain"  Boston  Shriners  Inst. 

Univ.  of  Mass.  Medical  Center 

Beth  Israel  Hospital 

Lupus  Foundation 

Deaconess  Hospital 

New  Engld.  Patients'  Rights  Group 


20-May-93 
20-May-93 
20-May-93 
23-Nov-95 
28-Nov-95 
28-Nov-95 
28-Nov-95 
1-Dec-95 
4-Dec-95 
5-Dec-95 
5-Dec-95 
5-Dec-95 
5-Dec-95 
5-Dec-95 
5-Dec-95 
5-Dec-95 
5-Dec-95 
23-Jan-96 
26-Jan-96 
29-Jan-96 
30-Jan-96 
26-Mar-96  ' 
23-Apr-96 
22-Apr-96 
13-May-96 
11-Jun-96 
11-Jun-96 
11-Jun-96 
20-Jun-96 
no  date  found 
no  date  found 
no  date  found 
no  date  found 
no  date  found 
no  date  found 
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SUPPLEMENT  C: 


TEXAS  LEGISLATION 


HOUSE 
COMMITTEE  REPORT 

ls<  Printing 


By  Hirschi  H.B.  No.  2288 

Substitute  the  following  for  H.B.  No.  2288: 

By  Berlanga  C.S.H.B.  No.  2288 

A  BILL  TO  BE  ENTITLED 

1  AN  ACT 

2  relating   to   educational   programs   for    medical    students    and 

3  physicians  regarding  pain  management  and  treatment. 

4  BE  IT  ENACTED  BY  THE  LEGISLATURE  OF  THE  STATE  OF  TEXAS: 

5  SECTION  1.   Chapter  6,  Title  71,  Revised  Statutes,  is  amended 

6  by  adding  Article  4495d  to  read  as  follows: 

7  Art.  4495d.   CONTINUING   MEDICAL  EDUCATION  IN  PAIN  TREATMENT. 

8  A  physician  licensed  under  the  Medical  Practice  Act  Article   4495b, 

9  (Vernon's   Texas   Civil   Statutes)   who  submits  an  application  for 

10  renewal  of  a  license  that  designates  a  direct  patient  care  practice 

1 1  and   whose   practice   includes   treating   patients   for   pain    is 

1 2  encouraged    to    include   continuing   medical   education   in   pain 

1 3  treatment  among  the  hours  of  continuing  medical  education  completed 

14  to  comply  with  Section  3.025(a)(2),  Medical  Practice  Act. 

15  SECTION  2.   Chapter  102,  Section  102.009,  Health   and   Safety 

16  Code,   is   amended   by   adding   a   new  subsection   (c).    The   new 

17  subsection  (c)  reads  as  follows: 

1 8  (c)   The   Texas  Cancer  Counci 1  and/or  its  contracted  projects 

19  shall  maintain  for  physicians  a   listing   of   available   continuing 

20  medical   education   courses  in  pain  treatment  offered  by  accredited 

21  Texas  medical  and  osteopathic  schools,  hospitals,  health  care 
2  2  facilities,  or  professional  societies  or  associations  for 
2  3  physicians  . 

24  SECTION  3.   Chapter  61,  Education  Code,  is  amended  by   adding 


C.S.H.B.  No.  2288 

1  Section  61.785  to  read  as  follows: 

2  Sec.  61.785.   PAIN   TREATMENT   MEDICAL  EDUCATION  COURSE  WORK. 

3  (a)   Each  medical  school  shall  determine  the  extent  to  which   pain 

4  treatment   medical   education*  course  work  meeting  the  instructional 

5  elements  described   in   (b)   below,   is   offered   to  all   students 
enrolled  in  medical  schools. 

(b)   Pain   treatment  medical   education  course  work  should 
include  instruction  in: 

(1)  pain  assessment  in  adults,  children,   and   special 
populations,  including  elderly  and  impaired  individuals; 

(2)  pain   anatomy,  physiology  and  pathophysiology,  and 
pharmacology  of  opioid  and   nonopioid   analgesic  drugs,   including 

13  pharmacokinetics  and  pharmacodynamics; 

14  (3)   the   advantages   and   disadvantages  of   various 

15  methods  of  drug  administration,  side   effects,   treatment   outcome, 

16  and   the   outcome  of  behavioral  and  other  psychological  therapy  for 

17  pa  i  n  ; 

18  (4)   the  psychological,  social,  economic,  and  emotional 

19  impact  of  malignant  and  nonmalignant   acute  and  chronic  pain   on 

20  patients; 

21  (5)   indications   for   and   outcomes   of  anesthetic  and 

22  neurosurgical  pain-relieving  techniques,  including  nerve  blocks  and 

23  neu roaugmentat i ve  and  neuroablat ive  techniques;  and 

24  (6)   the  outcome  of  treatment  of  pain  emanating  from   a 

25  damaged  nervous  system  and  neuropathic  pain. 

26  SECTION  4.   (a)  This  Act  takes  effect  September  1,  1995. 

27  (b)   The   Texas   State   Board   of  Medical  Examiners  may  adopt 


C.S.H.B.  No.  2288 

1  rules  under  this  Act  not  later  than  December  1,  1995. 

2  (c)   Each  medical  school  shall  report  the   analysis  of   pain 

3  treatment   medical   education   course  work   to   the  Texas   Higher 
A  Education  Coordinating  Board   not  later  than  March  1,  1996. 

5  SECTION  5.    The   importance  of   this   legislation  and   the 

6  crowded   condition  of   the  calendars   in  both  houses  create  an 

7  emergency  and  an  imperative  public  necessity  to  be   read  on   three 

8  several   days   in   each  house  be  suspended,  and  this  rule  is  hereby 

9  suspended. 
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SCCTIOH  7.   This  Act  takes  effect  January  1,  1996. 
SECTION  3.    The   importance   of   this   legislation   and   the 
crowded   condition   of   the   calendars   in   both   houses   create  an 
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Fev   further   information,    please    calk    (S12) 
463-7094 


Subchapter  EE.  Operating  Cer- 
tificates. Permits,  and  Li- 
censes 

•  16  TAC  555.1001-5.1005, 
5.1013*5.1015,  5.1018-5.1020 

(Editor's  note:  The  text  of  the  following  sections 
proposed  for  repeal  will  not  be  published.  Th4 
sections  may  be  examined  in  the  offices  of  the 
Railroad  Commission  of  Texas  or  in  the  Texas 
Register  office.  Room  24$.  James  Earl  Rudder 
Building.  1019  Bra  to  s  Street.  Austin.) 

The  Raftnoad  Commission  of  Texas  proposes 
the  repeal        .  oC  §§5.1001-5,1005. 

5.1013-S.101S.  and  (J.1 01 6-5. 1020.  concern- 
ing compliance  with  laws  and  regulations; 
prohibition  of  unauthorized  services;  cad  and 
demand  service;  use  o(  highways;  pick-up 
and  delivery  service;  contract  carriers:  dupli- 
cation of  operating  authority;  joinder  of  motor 
carrier  certificates;  cancellation,  suspension 
and  reinstatement  of  intrastate  certificates  or 
permits;  address  tor  receipt  of  service;  and 
intercorporate  transportation  exemption.  This 
proposal  is  made  to  eliminate  rules  that  are 
unnecessary  or  that  have  been  preempted  by 
the  enactment  of  Title  VI  of  the  Federal  Avia- 
tion Administration  Authorization  Act  of  1994 
(Public  Law  103-305)  and  to  reorganize  the 
commission's  rules  into  concise  subchapters 
for  each  category  of  the  rutes. 

Jackye  Greenlee,  assistant  director-central 
operations.  Transportation/gas  utitttes  divi- 
sion, has  determined  thai  for  each  year  of  the 
first  five-year  period  the  repeats  are  In  effect 
there  witi  be  no  fiscal  implications  for  state  or 
local  governments  or  small  businesses  as  the 
result  of  the  proposed  repeals. 

Gary  w.  Eikirts,  hearings  examiner,  has  de- 
termined that  for  each  year  of  the  first  foe 
years  the  repeals  are  in  effect  the  public 
benefit  anticapaled  as  a  result  of  the  repeals 
wil  be  to  eliminate  unnecessary  and  federally 
preempted  regulations  from  the  motor  trans- 
portation regulations  and  to  achieve  greater 
compliance  by  a  reorganization  of  rules  into 
concise  subchapters.  There  is  no  anticipated 
economic  cost  to  persons  who  are  required  to 
comply  with  the  proposed  repeats. 

Comments  may  be  submitted  to  Gary  W. 
Elans.  Hearings  Examiner.  Legal  Division, 
Railroad  Commission  of  Texas,  P.O.  Box 
12967.  Austin,  Texas  78711.  Comments  will 
be  accepted  for  30  days  after  pubUcat'on  'm 
the  Texas  Register. 

The  repeals  are  proposed  under  tho  Texas 
Motor  Bus  Act.  Texas  C*v»  Statutes,  Article 
91 1a  and  under  the  Texas  Motor  Carrier  Act. 
Texas  Civil  Statutes.  Article  911b.  which  au- 
thorize the  commission  to  prescribe  rules  and 
regulations  for  the  operations  of  motor  bus 
companies  and  motor  carriers. 

The  following  are  the  articles  that  are  atleded 
by  these  repeats:  Texas  C<v3  Statutes.  Arti- 
cles 91  la  and  911b. 


§5 J 001.  Compliance  with  Laws  and  Regu- 
lations. 


§S.I002.  Prohibition  of  Unauthorized  Ser- 
vices. 

§S.I003.  Call  and  Demand  Service. 

§5.1004.  Use  of  Highways. 

§5.100S.  Pick-Up  and  Delivery  Service. 

§5.1013.  Contract  Carriers. 

§5.1014.  Duplication  of  Operating  Author- 
ity. 

§5.1015.  Joinder  of  Motor  Carrier  Certifi- 
cates. 

§5J0I8.  Cancellation.  Suspension  and  Re- 
instatement of  Intrastate  Certificates  or 
Permits. 

§5.1019.  Address  for  Receipt  of  Service. 

§5J020.  Intercorporate  Transportation  Ex- 
emption. 

This  agency  hereby  canities  that  the  proposal 
has  been  reviewed- by  legal  counsel  and 
found  to  be  within  the  agency's  authority  to 
adopt 

Issued  ki  Austin,  Texas,  on  February  1, 1995. 

TRO-9501319  Mary  Ross  McDonald 

Assfctart  Dtreaor,  Legal 
OMdon,  Ou 
UdW»sA_P  Qms, 
AaJroed  Commission  of 
Texac 

Earliest  possfete  date  of  adoption:  March  10, 
1995 

For  further  information,  please  cad:  (Si  2) 
463-7094 

♦  ♦  ♦ 

TITLE  22.  EXAMINING 
BOARDS 

Part  DC.  Texas  Slate 
Board  of  Medical 
Examiners 

Chapter  170.  Authority  of 
Physician  to  Prescribe  for 
the  Treatment  of  Pain 

•  22  TAC  $5170.1-170.3 

The  Texas  Slate  Board  of  Medical  Examiners 
proposes  new  §§170.1-1703  concerning  the 
authority  of  physicians  to  prescribe  tor  the 
treatment  of  pain.  The  new  section  will  pro- 
vide guttalines  and  definil'one  lor  tho  proper 
treatment  of  pain  and  related  record  keeping. 


Tim  Weir,  general  counsel,  has  determined 
that  for  the  first  fcve-year  period  the  sections 
•re  in  effect  there  wtl  ba  no  fecal  impfications 
tor  state  or  focal  government  as  a  resut  of 
©starring  or  administering  ma  eeofonx. 

Mr.  Weir  afao  has  determined  that  for  each 
year  of  the  first  fwe  years  the  new  section  is 
in  effect,  the  pubic  benefit  anbepeted  ax  a 
result  of  enforcing  the  new  section  wil  ba  to 
memorialize  adequate  gudefines  for  physi- 
cians for  the  treatment  of  pain,  and  thereby 
improve  the  quality  of  medical  cere  provided 
to  the  pubic.  There  wS  be  no  effect  on  smafl 
businesses.  There  is  no  antcpaied  economic 
cost  to  persons  who  are  required  to  comply 
witn  the  new  section  as  proposed. 

Comments  on  the  proposal  may  be  submitted 
to  Pat  Wood,  P.O.  Box  149134.  Austin,  Texas 
78714-9134.  A  public  hearing  wil  be  held  at  a 
later  time. 

The  new  section  is  proposed  under  Texas 
Civi  Statutes.  Article  4495b,  which  provkte 
the  Texas  State  Board  of  Medical  Examiners 
with  the  authority  to  maka  rules,  regulations 
and  bylaws  not  inconsistent  wih  this  act  as 
may  be  necessary  for  the  governing  of  as 
own  proceedings,  the  performance  of  its  du- 
ties, the  regulation  of  the  practice  of  medicine 
in  this  state,  and  the  enforcement  of  this  act. 

Art'cte  4495b.  §2.09.  is  affected  by  this  pro- 
posal. 


§170.1.  Purpose.  The  purpose  of  this 
chapter  is  to  recognize  that  some  dangerous 
drugs  and  controlled  substances  listed  in 
Chapter  481  and  483  of  the  Texas  Health 
and  Safety  Code  are  indispensable  for  the 
treatment  of  pain,  and  are  useful  for  reliev- 
ing and  controlling  many-  other  related 
symptoms  that  patients  may  suffer.  It  is  the 
position  of  the  board  that  these  drugs  may 
be  prescribed  for -the  treatment  of  pain  and 
other  related  symptoms  after  a  reasonably 
based  medical  diagnosis  has  been  made,  in 
adequate  doses,  and  for  appropriate  lengths 
of  rime,  which  in  some  cases  may  be  as 
long  as  the  pain  or  related  symptoms  per- 
sist. The  board  recognizes  thai  pain,  includ- 
ing intractable  pain,  and  many  other  related 
symptoms  are  subjective  complaints  and 
that  the  appropriateness  and  the  adequacy  of 
drug  and  dose  will  vary  from  individual  to 
individual.  The  practitioner  is  expected  to 
exercise  sound  medical  judgment  in  treating 
pain  and  related  symptoms  with  dangerous 
drugs  and  controlled  substances. 

§170.2.  Definitions.  The  following  words 
and  terms,  as  used  in  the  Medical  Practice 
Act,  Article  4495b.  Section  3.08.  shall  have 
the  following  meanings  in  the  context  of 
providing  medications  for  pain  and  related 
symptoms. 

Abuser  of  narcotic  drugs,  controlled 
substances  and  dangerous  drugs-A  person 
who  tiVr-i  a  d'ug  or  drugs  for  other  than 
legirimair  medical  purposes. 

Intractable  pain-A  pain  state  in 
which  the  cause  of  the  pain  cannot  be  rc- 
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moved  or  otherwise  treated  and  which  in 
the  generally  acocpted^oourse^of  medical 
practice  no  relief  or  cure  of  the  cause  of  the 
pain  is  possible  or  none  has  been  found 
after  reasonable,  effortx. 

Non -therapeutic  in  nature  or  man- 
ner-rA  medical  use  or  purpose  that  is  not 
legitimate. 

Prescribing  pharmaceuticals  or  prac- 
ticing consistent  with  the  public  health  and 
welfare-Prescribing  pharmaceuticals  and 
practicing  medicine  for  a  legitimate  medical 
purpose  in  the  usual  course  of  professional 
practice. 

§1703.  Guidelines.  The  Texas  State 
Board  of  Medical  Examiners  will  use  the 
following  guideli  les  to  determine  whether  a 
physician's  conduct  violates  the  Medical 
Practice  Act,  §3.08(4)(E).  §3.08(4XF),  and 
3.  08(18)  in  regard  to  the  prescribing,  ad- 
ministering, ordering,  or  dispensing  of  pain 
medications  and  other  drugs  necessary  to 
address  their  aide  effects. 

(lj  The  treatment  of  pain,  in- 
cluding intractable  pain,  with  dangerous 
drugs  and  controlled  substances  is  a  legiti- 
mate medical  purpose  when  done  in  the 
usual  course  of  professional  practice. 

.  (2)  •  A  physician  or  surgeon  duly 
authorized  to  practice  medicine  in  Texas 
and  to  prescribe  controlled  substances  and 
dangerous  drugs  in  this. state  shall. not  be 
subject  to  disciplinary  action  by  the  board 
for  prescribing,  ordering,  .administering,  or 
dispensing  dangerous  drugs  or  controlled 
substances -for  the- treatment  and  relief  of 
pain,  including  intractable  pain,  in  the  usual 
course  of  professional '  practice  for  a  legiti- 
mate medical  .purpose  in- compliance  with 
applicable  state  and  federal  law. 

(3)  Prescribing,  ordering,  ad- 
ministering, or  dispensing  dangerous  drugs 
or  controlled  substances  for  pain  will  be 
considered .  to  be  for  a  legitimate  medical 
purpose  if  based  upon  accepted  scir-minc 
knowledge  of  the  treatment  of  pain,  includ- 
ing intractable  pain,  not  in  contravendon  of 
applicable  state  or  federal  law.  and  if  pre- 
scribed, ordered,  administered,  or  dispensed 
in  compliance  with  the  following  guidelines 
where  appropriate  and  as  is  necessary  to 
meet  the  individual  needs  of  the  patient 

(A)  After  A  documented 
medical  history,  which  may  be  provided 
orally  or  in  writing  by  the  patient,  and 
physical  examination  by  the  physician  pro- 
viding the  medication  including  an  assess- 
ment and  consideration  of  the  pain,  physical 
and  psychological  function,  any  history  and 
potential  for  substance  abuse,  coexisting 
diseases  and  conditions,  and  the  presence  of 
a  recognized  medical  indication  for  the  use 
of  a  dangerous  drug  or  controlled  substance. 


(B)  Pursuant  to  a  written 
treatment  plan  tailored  for  the  individual 
needs  of  the  patient  by  which  treatment 
progress  and  surrrn  can  be  evaluated  with 
stated  objectives  «uch  at  pain  relief  aod/or 
improved  physical  and  psychosocial  func- 
tion. Such  a  written  treatment  plan  shall 
consider  pertinent  medical  history  and  phys- 
ical examination  as  well  as  the  need  for 
further  testing,  consultations,  referrals,  or 
use  of  other  treatment  modalities; 

(Q  The  physician  should 
discuss  the  risks  and  benefits  of  the  use  of 
controlled  substances  with  the  patient  or 
guardian: 

(D)  Subject  to  documented  I 
periodic  review  of  the  care  by  the  physician 
at  reasonable  intervals  in  view  of  the  indi- 
vidual circumstances  of  the  patient  in  regard 
to  progress  toward  reaching  treatment  ob- 
jectives which  takes  into  consideration  the 
course  of  medications  prescribed,  ordered. 
administered,  or  dispensed  as  well  as  any 
new  information  about  the  etiology  of  the 
pain; 

(E)  Complete  and  accurate 
records  of  the  care  provided  as  set  forth  in 
subparagraphs  (A)*(D)  of  this  paragraph 
should  be  kept  When  controlled  substances 
are  prescribed,  names,  quantities  prescribed, 
dosages,  and  number  of  authorized  refills  of 
the  drugs  should  be  recorded,  keeping  in 
mind. that  pain  patients  with  a  history  of 
substance  abuse  or  who  live  in  an  environ- 
ment posing  a  risk  for  medication  misuse  or 
diversion  require  special  consideration. 
Management  of  these  patients  may  require 
closer  monitoring  by  the  physician  manag- 
ing the  pain  and  consultation  with  appropri- 
ate health  care  professionals. 

(4)  A  decision  by  a  physician 
not  to  srricdy  adhere  to  the  provisions  of 
paragraph  (3)  of  this  section  will,  for  good 
cause  shown,  be  grounds  for  the  board  to 
take  no  disciplinary  action  in  regard  to  the 
physician.  Each  case  of  prescribing  for  pain 
will  be  evaluated  on  an  individual  basis. 
The  physician's  conduct  will  be  evaluated 
to  a  great  extent  by  the  treatment  outcome. 
taking  into  account  whether  the  drug  used  is 
medically  and/or  pharmacologically  recog- 
nized to  be  appropriate  for  the  diagnosis, 
the  patient's  individual  needs  including  any 
improvement  in  functioning,  and  recogniz- 
ing that  some  types  of  pain  cannot  be  com- 
pletely relieved. 

(5)  If  the  provisions  as  set  out  in 
paragraphs  (l)-(4)  of  this  section  are  met, 
and  if  all  drug  treatment  is  properly 
documented,  the  board  will  consider  such 
practices  as  prescribing  in  a  therapeutic 
manner,  and  prescribing  and  practicing 
medicine  in  a  manner  consistent  with  public 
health  and   welfare. 


(6)  Quantity  of  pharmaceutical 
and  chroracity  of  prescribing  will  be  evalu- 
ated on  the  basis  of  the  documented  appro- 
priate diagnosis  and  treatment  of  the 
recognized  medical  indication,  documented 
persistence  of  the  recognized  medical  indi- 
cation, and  properly  documented  follow-up 
evaluation  with  appropriate  continuing  care 
as  set  out  in  this  chapter. 

(7)  A  physician  may  use  any 
number  of  treatment  modalities  for  the 
treatment  of  pain,  including  intractable 
pain,  which  are  consistent  with  legitimate 
medical 

(8)  These  rules  shall  not  be  con- 
strued so  as  to  apply  to  the  treatment  of 
acute  pain  with  dangerous  drugs  or  con- 
trolled  substances  for  purposes  of  shor 

care. 


Th's  agency  hereby  certifies  thai  the  proposal 
has  been  reviewed  by  legal  counsel  and 
found  to  be  within  the  agency's  authority  to 
adopt. 

Issued  'm  Austin.  Texas,  oo  February  1, 1995. 

TRD-8S01330  Bruc*  A.  Levy.  Mi)..  JJO. 

Ex*cut>*«  D4r*cto<- 
Taxaa  Slat*  Board  of 
Maeaeal  Examiner* 

Eerfosl  possbte  date  o<  adoption:  March  10. 
1995 

Fcr  further  irriorrnaiion,  please  call;  (512) 
«M-7728 


♦  ♦ 

HEALTH  SER- 


•  ♦    .  . 
THUS  25. 
VICES 

Part  II."  Texas  Department 
of  Mental .  Health  and 
Mental  Retardation 

Chapter.401.  System 
Administration 

Subchapter  B.  Interagency 

Agreements 

•  25  TAC  §40LS8 

The  Texas  Department  cA  Mental  Heaftti  and 
Mental  Raiardalion  (TOMHMR)  proposes 
new  §401.58.  concerning  uniform  assess- 
ment tool  for  assessing  decision-making  ca- 
pacity. 

The  new  section  would  adopt  by  reference 
rules  of  the  Texas  Department  ol  Health 
(TDH)  found  in  the  Texas  Administrative 
Code.  Title  25.  Part  I.  §322,  propoeod  In  the 
February  3. 1995,  Issue  of  the  Texas  Regiser 
(20  Texftag  616).  The  proposed  rules  enact 
the  provisions  of  Senate  Bil  236  ol  the  73rd 
Texas  Legislature.  Senate  B31  236  requires 
TDMHMR.  the  Tatas  Department  of  "Human 
Services  (TDHS).  and  the  Texas  Department 
of  Hearth  to  adopi  by  rulo  a  memorandum  of 
understanding  (MOU)  frwa  roqucos  the  use  o( 
■  uniform  assessment  too*  to  assess  whether 
an  ofoerty  person,  a  person  with  mental  falsi- 
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SUPPLEMENT  D: 


AMERICAN  PAIN  SOCIETY'S 

GUIDELINES  FOR  THE 
TREATMENT  OF  ACUTE  AND 

CANCER  PAIN 


The  widespread  failure  to  recognize 
the  presence  of  pain  even  in  institutions 
with  active  analgesic  education  pro- 
grams suggests  a  flaw  in  the  design  of 
local  systems  for  care39""  rather  than 
lapses  by  individual  clinicians.  The  same 
clinicians  almost  never  fail  to  recognize 
and  take  action  on  an  elevated  tempera- 
ture in  a  neutropenic  cancer  patient,  be- 
cause temperature  is  routinely  measured 
and  recorded  at  the  patient's  chart  and 
at  the  nursing  station,  and  because  stan- 
dard practice  holds  that  a  high  fever 
compels  immediate  action.  In  contrast, 
reports  of  unrelieved  pain  do  not  invari- 
ably result  in  corrective  measures;  pain 
may  not  be  "isible  at  the  coordinating 
centers  of  the  ward,  and  physicians  and 
nurses  have  not  traditionally  been  held 
accountable  for  providing  titrated  an- 
algesia. A  clinician  can  provide  excel- 
lent analgesic  care  if  he  or  she  constantly 
remembers  to  seek  out  and  relieve  pain, 
but  when  other  priorities  require  atten- 
tion, lapses  may  occur.  These  consider- 
ations have  convinced  many  pain  clini- 
cians that  traditional  educational  ap- 
proaches must  be  complemented  by  in- 
terventions in  health  care  systems  that 
more  directly  influence  the  routine  be- 
haviors of  clinicians  and  patients,39"43  a 
perspective  that  has  long  been  advo- 
cated by  the  quality  improvement  (QI) 
movement.**"" 

PREPARATION  OF  AMERICAN  PAIN 
SOCIETY  GUIDELINES 

Recognizing  that  the  growth  of  QI  ap- 
proaches in  health  care  organizations  of- 
fered promise  for  pain  management,  the 
American  Pain  Society  (APS,  Glenview, 
IU),  a  multidisciplinary  scientific  society 
devoted  to  pain  research,  treatment,  and 
education,  established  a  committee  in  1988 
to  develop  guidelines  for  such  efforts. 
Three  physicians,  two  psychologists,  and 
one  nurse  experienced  in  pain  treatment, 
consultation,  and  research  drafted  a  pro- 
totype of  the  current  guidelines  in  1989. 
The  guidelines  were  applicable  to  inpa- 
tient settings,  and  the  range  of  pain  con- 
ditions addressed  in  the  guidelines  was 
narrowed  to  types  of  pain  that  usually 
respond  to  appropriate  doses  of  opioid 
and  nonopioid  analgesics,  ie,  acute  pain6 
and  cancer  pain.8  The  targeted  outcome 
was  that  each  patient  would  receive  timely 
and  optimal  doses  of  analgesic  drugs.  The 
guidelines  did  not  discuss  which  treat- 
ment should  be  used  for  which  clinical 
circumstance  but  focused  on  general  is- 
sues of  pain  assessment  and  institutional 
commitment  to  patient  satisfaction. 

The  draft  guidelines  were  circulated 
to  the  APS  membership  in  late  1989, 
which  resulted  in  a  number  of  revisions 
and  the  addition  of  members  to  the  com- 
mittee. The  resulting  prototype  of  the 


guidelines,  published  in  1991,*8  was 
evaluated  at  about  20  medical  centers, 
and  three  have  published  results.3-4*10 
These  findings  have  been  presented  and 
QI  approaches  discussed  at  annual  work- 
shops at  the  APS  scientific  meetings. 
All  society  members  have  been  invited 
to  participate  in  the  annual  meetings  of 
the  Quality  of  Care  Committee.  Many  of 
the  suggestions  in  the  draft  APS  QI 
guidelines  were  incorporated  into  the 
clinical  practice  guidelines  on  acute  pain 
and  cancer  pain  treatment  prepared  by 
the  Agency  for  Health  Care  Policy  and 
Research  (AHCPR),  which  also  dis- 
cussed in  detail  many  types  of  treat- 
ments for  pain.6-8 

Development  of  the  current  version 
of  the  APS  guidelines  began  in  Novem- 
ber 1993.  Based  on  research  and  expe- 
rience of  the  committee  members  with 
the  guidelines  and  a  systematic  litera- 
ture review,  the  committee  chair  pre- 
pared four  successive  drafts.  Comments 
and  revisions  were  invited  from  50  pain 
clinicians  and  researchers  who  had  in- 
dicated an  interest  in  QI  approaches  and 
from  the  APS  Board  of  Directors. 

THE  APS  GUIDELINES 

The  APS  guidelines  embody  key  el- 
ements for  favorably  influencing  behav- 
iors of  patients  and  clinicians.  The  guide- 
lines are  intended  for  settings  in  which 
conventional  analgesic  methods  (eg,  in- 
termittent parenteral  or  oral  analgesics) 
are  used  exclusively  and  those  using  the 
most  modern  technology  for  pain  man- 
agement. The  quality  of  pain  relief  can  be 
enhanced  by  a  dedicated  pain  manage- 
ment approach  by  a  multidisciplinary 
group  of  clinicians  who  acquire  special 
training  in  pain  management.  While  this 
guideline  focuses  on  the  assessment  of 
pain  and  its  treatment  with  analgesic 
drugs,  which  we  consider  to  be  the  two 
most  important  components  of  the  treat- 
ment of  acute  pain  and  cancer  pain,  non- 
pharmacological  measures  can  also  con- 
tribute to  effective  therapy.6-8 

I.  Recognize  and  Treat  Pain  Promptly 
IA.  Chart  and  Display  Patients' Self- 
report  of  Pain. — A  measure  of  pain  in- 
tensity should  be  recorded  in  a  way  that 
makes  it  highly  visible  and  facilitates  regu- 
lar review  by  members  of  the  health  care 
team.  This  information  should  be  incor- 
porated in  the  patient's  permanent  re- 
cord. The  data  can  be  recorded  on  a  vital 
sign  sheet  at  the  patient's  bedside 
(Figure),  a  page  at  the  front  of  the  pa- 
tient's record,  or  a  chart  in  the  nursing 
station  or  outpatient  clinic,  depending  on 
the  routine  work  flow  of  the  health  care 
team.  Unrelieved  pain  should  be  a  "red 
flag"  that  promptly  turns  attention  to  this 
problem. 


IA1.  The  intensity  of  pain  and  discom- 
fort should  be  assessed  and  documented 
during  the  initial  evaluation  of  the  pa- 
tient, after  any  known  pain-producing  pro- 
cedure, with  each  new  report  of  pain,  and 
at  regular  intervals  that  depend  on  the 
severity  of  pain  and  the  clinical  situation. 
A  simple,  valid  measure  of  intensity 
should  be  selected  by  each  clinical  unit  A 
0  to  10  numerical  scale  has  been  the  most 
widely  used;  other  well-validated  scales 
include  a  100-mm  visual  analog  scale  with 
"no  pain"  and  "worst  possible  pain"  at 
each  end  and  a  category  scale  consisting 
of  the  words  none,  slight,  moderate,  se- 
vere, and  excruciating.  For  children,  age- 
appropriate  measures  should  be  used.8 
For  patients  with  cognitive  impairment, 
it  may  be  necessary  to  use  the  simpler 
scales,  such  as  the  category  scale.  For 
patients  who  do  not  speak  English,  pain 
scales  written  in  other  languages  may 
need  to  be  developed. 

IA2.  The  degree  of  reduction  in  pain 
intensity  should  be  determined  after 
each  pain  management  intervention  af- 
ter sufficient  time  has  elapsed  for  the 
treatment  to  reach  peak  effect. 

IB.  Commit  to  Continuous  Im- 
provement of  One  or  Several  Outcome 
Variables. — Each  clinical  unit  should 
identify  the  outcome  variables  of  pain 
treatment  that  will  be  targeted  for  im- 
provement (eg,  average  pain  intensity 
scores  in  cancer  patients  and  time  to  re- 
medication  in  postoperative  patients). 
An  interdisciplinary  team  including  at 
least  physicians  and  nurses  will  develop 
a  plan  to  improve  these  outcomes,  imple- 
ment this  plan,' and  review  and  revise 
approaches  based  on  ongoing  review  of 
clinical  data.  A  common  starting  point  is 
to  select  a  pain  intensity  rating  that  will 
elicit  an  immediate  review  of  treatment, 
such  as  a  value  of  5  or  greater  on  a  0  to 
10  numerical  scale,  and  to  develop  clini- 
cal algorithms  to  address  common  prob- 
lems encountered  with  pain  treatment. 
As  the  general  quality  of  treatment  im- 
proves, the  clinical  unit  should  upgrade 
its  standards  to  encourage  a  continuous 
process  of  improvement.  In  a  small  out- 
patient clinic,  one  or  two  individuals 
rather  than  an  interdisciplinary  team 
may  need  to  carry  out  these  activities. 

IC.  Document  Outcomes  Based  on 
Data  and  Provide  Prompt  Feedback. — 
At  regular  intervals  denned  by  the  clini- 
cal unit  and  the  continuous  quality  im- 
provement (CQI)  task  force  (described 
herein),  each  clinical  unit  will  assess  a 
randomly  selected  sample  of  patients. 
These  patients  need  not  have  been  pre- 
viously identified  as  likely  to  have  pain. 
Every  effort  should  be  made  to  include 
patients  at  high  risk  for  undertreatment 
of  pain,  such  as  children,  adults  with 
mental  retardation,  intensive  care  unit 
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Consensus  Statement 


Quality  Improvement  Guidelines 
for  the  Treatment  of  Acute  Pain 
and  Cancer  Pain 


American  Pain  Society  Quality  of  Care  Committee 

Objective. — To  develop  quality  improvement  (Ql)  guidelines  and  programs  to 
improve  treatment  outcomes  for  patients  with  acute  pain  and  cancer  pain. 

Participants. — Twenty-four  members  of  the  American  Pain  Society  (APS)  par- 
ticipated in  preparing  the  statement,  including  15  nurses  (oncology,  general 
medical-surgical  nursing,  pediatrics,  and  Ql  research),  seven  physicians  (clinical 
pharmacology,  neurology,  anesthesiology,  radiation  oncology,  and  physiatry),  one 
psychologist,  and  one  statistician.  Participants  were  self-selected  from  the  3000 
members  of  the  APS,  which  supported  the  process  and  held  annual  open  commit- 
tee meetings  and  scientific  symposia  beginning  in  1 988. 

Evidence. — MEDLINE  was  searched  (1980  to  1995)  to  identify  all  articles  on 
pain  assessment,  treatment  of  acute  pain  or  cancer  pain,  and  Ql  or  education  re- 
lated to  pain. 

Consensus  Process. — Following  panel  discussions,  one  member  (M.B.M.) 
prepared  successive  drafts  and  circulated  them  to  the  panel  and  APS  membership 
for  comments.  After  publication  of  a  prototype  version  in  1991 ,  14  panelists  carried 
out  formal  studies  of  implementation  of  the  guidelines  at  three  medical  centers.  This 
article  was  prepared  based  on  this  research,  a  new  literature  review,  and  sugges- 
tions from  50  pain  clinicians  and  researchers. 

Conclusions. — Quality  improvement  programs  to  improve  treatment  of  acute 
pain  and  cancer  pain  should  include  five  key  elements:  (1)  Assuring  that  a  report 
of  unrelieved  pain  raises  a  "red  flag''  that  attracts  clinicians'  attention;  (2)  making  in- 
formation about  analgesics  convenient  where  orders  are  written;  (3)  promising  pa- 
tients responsive  analgesic  care  and  urging  them  to  communicate  pain;  (4)  imple- 
menting  policies  and  safeguards  for  the  use  of  modem  analgesic  technologies;  and 
(5)  coordinating  and  assessing  implementation  of  these  measures.  Several  short- 
term  studies  suggest  that  this  Ql  approach  may  improve  patient  satisfaction  and 
facilitate  recognition  of  institutional  obstacles  to  optimal  pain  treatment,  but  it  is  not 
a  panacea  for  undertreated  pain.  By  making  the  magnitude  of  the  problem  appar- 
ent and  committing  the  institution  to  change,  pain  treatment  Ql  programs  can  pro- 
nde  a  foundation  for  a  multifaceted  approach  that  includes  education  of  clinicians 
md  patients,  design  of  informational  tools  to  minimize  errors  in  prescribing,  and 
^proved  coordination  of  the  process  of  assessing  and  treating  pain. 

(JAMA.  1995274:1874-1880) 


;NDERTREATMENT  of  acute  pain 
w  chronic  cancer  pain  persists  despite 
ecades  of  efforts  to  provide  clinicians 
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with  information  about  analgesics.  A 
high  prevalence  of  unrelieved  pain  has 
been  documented  in  a  variety  of  clinical 
settings,  including  general  medical1"1  and 
surgical  units. IZ4j6  oncology  wards  and 
clinics,7  "  burn  units,12  emergency  de- 
partments,11 and  pediatric  wards.14  In 
response  to  this  problem,  clinicians  have 
identified  factors  that  contribute  to  poor 


treatment  outcomes  and  have  designed 
corrective  programs.15  The  barriers  to 
pain  relief  include  gaps  in  physicians' 
and  nurses'  undergraduate  and  gradu- 
ate education  about  pain  treatment,18"24 
concerns  of  clinicians25  and  patients2"0 
about  the  risk  of  addiction  to  opioids, 
state  and  federal  regulation  of  the  pre- 
scribing of  opioid  analgesics,31,22  and  re- 
imbursement policies  for  analgesic  treat- 
ments.33 


See  also  pp  1870  and  1881. 

During  the  decade  following  the  ar- 
ticle by  Marks  and  Sachari.that  called 
attention  to  undertreatment  ofpain,  most 
recommendations  stressed  the  need  to 
educate  individual  clinicians  and  patients, 
imparting  knowledge  about  methods  of 
relieving  pain  and  the  low  risks  of  ad- 
diction, w**-*  Although  experts  agree 
that  such  educational  approaches  are  es- 
sential, several  studies  have  focused  on 
the  problem  that  pain  may  frequently  go 
unrecognized  by  clinicians.2-31'38  Donovan 
et  al2  showed  that  among  454  randomly 
selected  patients  on  the  medical  and  sur- 
gical units  of  a  mid  western  academic  hos- 
pital, 78%  reported  having  experienced 
pain  during  hospitalization  and  45% 
reported  having  had  excruciating  pain. 
Of  the  patients  with  pain,  only  45% 
recalled  a  nurse  discussing  their  pain  with 
them,  and  in  only  49%  of  charts  was  there 
a  progress  note  mentioning  pain.  Gross- 
man et  al37  asked  the  responsible  nurse, 
house  officer,  and  oncology  fellow  to 
estimate  each  of  104  cancer  patients'  pain 
using  a  10-cm  visual  analog  scale.  For 
the  15  patients  who  rated  their  pain  in 
the  most  severe  range  (>7  of  a  possible 
10),  only  one  of  the  nurses,  three  of  the 
house  officers,  and  four  of  the  oncology 
fellows  estimated  the  patient's  pain  in 
that  range. 
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V.  Examine  the  Process  and 
Outcomes  of  Pain  Management  With 
the  Goal  of  Continuous  Improvement 

VA.  Each  health  care  organization 
should  have  an  interdisciplinary  com- 
mittee to  study  systematically  the  pro- 
cesses involved  in  pain  management  and 
the  reasons  for  breakdowns  in  care,  and 
to  evaluate  changes  in  these  processes 
to  improve  service  to  their  patients  and 
families  and  to  the  care  givers  who  need 
supportive  services  for  treating  pain. 
This  committee,  often  termed  a  CQI  task 
force,  should  include  physicians,  phar- 
macists, nurses,  and,  when  appropriate, 
clinicians  from  other  appropriate  disci- 
plines (eg),  physical  therapists).  The  com- 
mittee should  assess  the  implementa- 
tion of  guidelines  for  pain  assessment 
and  management,  monitoring  of  out- 
comes, and  feedback  to  clinicians  and 
should  make  recommendations  to  im- 
prove the  process.  In  a  small  outpatient 
clinic,  nursing  home  or  very  small  hos- 
pital in  which  an  interdisciplinary  CQI 
task  force  is  not  feasible,  one  or  several 
individuals  may  fulfill  this  role,  using 
consultation  as  needed  to  interpret  the 
data  and  to  explore  alternatives  for  im- 
provement. 

VB.  At  least  one  person  on  the  CQI 
task  force  should  have  experience  work- 
ing with  issues  related  to  effective  pain 
management.  In  facilities  that  have  a 
pain  management  consulting  group,  the 
CQI  task  force  should  include  a  repre- 
sentative of  that  group. 

VC.  The  CQI  task  force  should  meet 
as  needed  but  at  least  every  3  months  to 
review  process  and  outcomes  related  to 
pain  management.  This  APS  guideline 
emphasizes  the  direct  assessment  of  pa- 
tient pain  report  and  patient  function  and 
satisfaction  as  the  most  important  types 
of  outcome  data.  The  CQI  task  force  may 
also  choose  to  monitor  and  evaluate  other 
questions,  such  as  "Are  pain  assessments 
being  performed  and  recorded  in  a  way 
that  assures  recognition  of  pain?"  and 
"Are  the  prescribed  doses  and  adminis- 
tered doses  of  opioid  analgesics  within 
the  range  recommended  by  the  AHCPR 
clinical  practice  guidelines  on  acute  and 
cancer  pain  management?" 

VD.  In  clinical  settings  using  ad- 
vanced analgesic  technologies,  the  task 
force  should  assess  whether  the  rates  of 
complications  and  adverse  effects  are 
appropriate  given  the  types  of  pain  prob- 
lems that  are  being  addressed. 

VE.  The  task  force  should  interact 
with  clinical  units  to  establish  proce- 
dures for  improving  pain  management 
where  necessary  and  review  the  results 
of  these  changes  within  3  months  of  their 
lmplementation. 

VF.  The  task  force  should  provide 


regular  reports  to  administration  and  to 
the  medical,  nursing,  and  pharmacy 
staffs  about  its  activities,  results,  and 
recommendations. 

VG.  Larger  health  care  organizations 
that  establish  a  pain  management  CQI 
program  are  also  advised  to  create  an 
executive  CQI  committee  on  pain,  com- 
prising individuals  in  positions  of  au- 
thority in  each  relevant  division  to  pro- 
vide support  needed  for  institutional 
change.  The  CQI  task  force  should  call 
on  this  group  when  needed.  The  guide- 
lines are  accompanied  by  a  patient  out- 
come questionnaire  (Table  1). 

EXPERIENCE  WITH  THE  APS 
QUALITY  IMPROVEMENT 
GUIDELINES 

Three  articles3,410  describe  experience 
with  the  APS  patient  outcome  question- 
naire (Tables  1  and  2),  and  one  study10 
describes  the  results  of  comprehensive 
implementation  of  the  APS  guidelines 
in  a  large  cancer  hospital. 

The  studies  focusing  on  the  patient  out- 
come questionnaire  in  patients  with  acute 
pain  and  cancer  pain  snowed  that  the  tool 
was  easily  used  in  either  an  interview4-10 
or  in  a  patient  self-report  format.3  In  each 
study,  the  average  score  for  "worst  pain 
over  24  hours"  was  approximately  7  on  a 
scale  of  0  to  10.  Serlin  et  al52  have  shown 
that  this  level  of  pain  is  associated  with 
significant  impairment  of  sleep,  activity, 
and  mood,  and  these  results  reinforce  pre- 
vious reports  that  pain  tends  to  be  un- 
dertreated.1-2-*-941-14  In  two  of  the  studies 
of  the  APS  questionnaire,3-4  24%  and  8% 
of  the  patients  had  to  wait  more  than  30 
minutes  for  pain  medication  after  request- 
ing it.  The  most  surprising  findings  were 
the  high  satisfaction  ratings  of  patients 
despite  high  levels  of  pain,  suggesting 
that  patients  do  not  expect  consistent  pain 
relief  and  that  the  use  of  patient  satis- 
faction questions  without  other  questions 
about  pain  ratings  may  overlook  subop- 
timal  pain  relief.  All  three  studies3-4-10  re- 
vealed modest  but  statistically  significant 
correlations  between  patients'  degree  of 
dissatisfaction  and  measures  of  pain  in- 
tensity or  waiting  time  for  medication. 
Bookbinder  et  al10  studied  the  impact 
of  the  first  year  of  implementing  the 
APS  guidelines  in  an  academic  cancer 
hospital.  The  program  included  routine 
monitoring  of  pain,  staff  education,  and 
focus  groups  to  identify  organizational 
obstacles  to  effective  pain  treatment. 
During  the  first  year,  patient  satisfac- 
tion  increased   significantly    but   the 
"worst  pain  levels  over  past  24  hours" 
remained  unchanged  (at  7.7  on  a  scale  of 
0  to  10).  Preliminary  results  from  the 
program's  second  and  third  years  sug- 
gest considerable  reduction  of  pain  in- 
tensity on  targeted  hospital  units.  Ma- 


jor change  did  not  occur,  however,  until 
pain  assessment  had  become  routine  and 
the  resulting  data  had  convinced  phy- 
sicians to  take  part  in  the  programs 
(Bookbinder  et  al,  unpublished  data,  No- 
vember 1995).  Similar  findings  were  re- 
ported by  Dietrick-Gallagheretal.^who 
implemented  the  QI  recommendations 
that  were  adapted  from  the  APS  and 
AHCPR  guidelines,  although  they  did 
not  use  the  APS  patient  satisfaction 
questionnaire.  On  a  320-bed  surgical 
nursing  service  consisting  of  10  services, 
nurses  first  implemented  routine  pain 
assessment,  then  worked  with  nurses 
and  physicians  on  the  services  where 
patients  had  the  most  severe  pain  to 
develop  new  practices,  including  giving 
greater  authority  for  altering  patient- 
controlled  analgesia  orders  to  nurses  well 
trained  in  pain  management,  and  ori- 
enting new  residents  to  the  pain  control 
initiative.  Substantial  and  progressive 
improvement  of  pain  relief  was  achieved 
on  the  targeted  units  during  the  15 
months  described  in  the  report.43 

THE  APS  PATIENT  OUTCOME 
QUESTIONNAIRE 

Some  items  on  the  prototype  patient 
outcome  questionnaire  were  adapted 
from  previously  validated  tools.  The 
items  assessing  pain  intensity  (questions 
2  to  4)  were  drawn  from  the  Brief  Pain 
Inventory.44  This  instrument  is  widely 
used  for  assessing  pain  and  its  effects  on 
mood  and  patient  function  and  has  been 
shown  to  be  reliable  and  valid  in  ver- 
sions published  in  English,  Spanish, 
French,  Chinese,  and  other  lan- 
guages.42-44-45 The  items  addressing  sat- 
isfaction (questions  6  to  8)  are  con- 
structed as  suggested  by  Ware  et  al,56 
who  provide  extensive  evidence  for  the 
validity  of  such  items.4"7 

A  number  of  items  have  been  added 
to  the  1991  prototype  of  the  patient  out- 
come questionnaire.  First,  we  wished  to 
address  the  paradox  that  most  patients 
report  satisfaction  even  with  high  pain 
levels  (Table  2).  One  possibility  is  that 
pain  is  well  tolerated  and  a  "worst  pain" 
score  of  7  of  10  is  not  clinically  signifi- 
cant. Question  5  has  been  added  from 
the  Brief  Pain  Inventory44  to  examine 
whether  patients'  pain  is  severe  enough 
to  interfere  with  sleep,  walking,  work, 
and  mood.  The  items  comprising  this 
question  have  been  shown  to  be  inter- 
nally consistent  and  valid.29-52,4445 

An  alternative  explanation  for  high  sat- 
isfaction scores  is  that  while  pain  troubled 
the  patients,  they  were  satisfied  with  the 
canng  attitude  of  the  staff;  therefore,  we 
are  separately  assessing  satisfaction  with 
theoveraJI  results  of  pain  treatment  (ques- 
tion 6)  and  satisfaction  with  the  responses 
of  the  nui-ses  and  physicians  (questions  7 
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rable  1 .— Patient  Outcome  Questionnaire  (to  Be  Filled  Out  by  Patient  but  May  Be  Adapted  lor  Interview)* 


1 .  Have  you  experienced  any  pain  in  (he  past  24  hours? 

(1)  Yes  (2)  No 

If  you  answered  no  to  question  1,  please  stop  now.  if  you  answered  yes. 
complete  the  questionnaire. 


2. 

On  this  scale. 

how  much 

pain 

are 

you  having  right  now? 

0     1     2 

3 

4     S 

6     7 

8 

9     10 

No  pain 

Worst  pain  possible 

4 


On  this  scale,  please  indicate  the  worst  pain  you  have  had  in  the 
past  24  hours. 

0123456789     10 
No  pain  Worst  pain  possible 

On  this  scale,  please  indicate  the  average  level  of  pain  you  have 
had  in  the  past  24  hours. 

0123456789     10 
No  pain  Worst  pain  possible 

Circle  the  number  below  that  describes  how.  during  the  pasi  24  hours, 
pain  has  interfered  with  your. 


tA. 


tB. 


to. 


to. 


tE. 


General  activity 

0     12    3    4     5     6 
Does  not  interfere 
Mood 

0     12     3     4     5     6 
Does  not  interfere 
Walking  ability 

0     12     3    4    5     6 
Does  not  interfere 
Relations  with  other  people 

0     12     3    4    5     6 
Does  not  interfere 
Sleep 

0     12    3    4    5     6 
Does  not  interfere 


7    8    9     10 
Completely  interferes 

7     8     9     10 
Completely  interferes 

7     8    9     10 
Completely  interferes 

7    8    9     10 
Completely  interferes 


7     8    9     10 
Completely  interferes 
(For  postoperative  patients)  Other  activities  that  are  needed  to 
recover  from  illness  (eg,  coughing  and  deep  breathing  after  surgery;  clinician 

should  specify  activity) 

0123456789     10 
Does  not  interfere  Completely  interferes 

(For  outpatients  with  chronic  pain)  Normal  work,  including  housework 

0123456789     10 
Does  not  interfere  Completely  interferes 
(For  patients  with  chronic  pain)  Enjoyment  of  life 
0123456789     10 
Does  not  Interfere Completely  interferes 

6.  Select  the  phrase  that  Indicates  how  satisfied  or  dissatisfied  you  are 
with  the  results  of  your  pain  treatment  overall. 

(1)  Very  dissatisfied  (4)  SSghtty  satisfied 

(2)  Dissatisfied  (5)  Satisfied 

(3)  Slightly  dissatisfied  (6)  Very  satisfied 


t-F. 


tG. 


tH. 


7.  Select  the  phrase  that  indicates  how  satisfied  or  dissatisfied  you  are 

with  the  way  your  nurses  responded  to  your  reports  of  pain. 

(1)  Very  dissatisfied 

(4)  Sfightiy  satisfied 

(2)  Dissatisfied 

(5)  Satisfied 

(3)  Slightly  dissatisfied 

(6)  Very  satisfied 

iB.  Select  the  phrase  that  indicates  how  satisfied  or  dissatisfied  you  are 

with  the  way  your  physicians  responded  to  your  reports  of  pain. 

(1)  Very  dissatisfied 

(4)  Sfightiy  satisfied 

I    (2)  Dissatisfied 

(5)  Satisfied 

(3)  Sfightiy  dissatisfied 

(6)  Very  satisfied 

If  you  were  not  satisfied  with  your  pain  treatment  in  any  way. 
please  explain  why. 


tl2.  If  you  sua  have  pain,  would  you  like  a  stronger  dose  of  pain  medication? 

(1)  Yes  (2)  No 

If  you  answered  no.  please  indicate  why  not. 

1 1 3  Please  respond  to  the  next  seven  items  by  circling  the  number  (0,  1 ,  2.  3.  4,  or 
5)  thai  comes  closest  to  how  much  you  agree  with  that  Item.  There  are  no  right 
or  wrong  answers:  we  just  want  to  know  what  you  think. 

A.  Pain  medicine  cannot  really  control  pain. 
0     12    3     4     5 
Do  not  agree  at  all  Agree  very  much 

8.  People  get  addicted  to  pain  medicine  easily. 
0     12    3    4     5 
Do  not  agree  at  aP  Agree  very  much 

C.  Good  patients  avoid  talking  about  pain. 
0     12    3    4     5 
Do  not  agree  at  all  Agree  very  much 

D    It  is  easier  to  put  up  with  pain  than  with  the  side  effects  that  come  from  pain 
medicine. 

0     12     3    4     5 
Do  not  agree  at  all  Agree  very  much 

E.  Complaints  of  pain  could  distract  a  physician  Irom  (readng,  my  underlying  illness 

0     12    3    4     5 
Do  not  agree  at  aft  Agree  very  much 

F.  Pain  medicine  should  be  "saved"  in  case  the  pain  gets  worse. 

0     12    3    4    5 
Do  not  agree  at  afl  Agree  very  much 

G.  The  experience  of  pam  is  a  sign  that  ihe  illness  has  goiten  worse. 

0     12    3    4    5 
Do  not  agree  at  aO  Agree  very  much 

14.  Earlier  in  your  care,  did  a  physician  or  nurse  make  It  dear  to  you  that  we  consider 
treatment  of  pain  very  important  and  that  you  should  be  sure  to  ted  them  when  you 
have  pain? 
(1)  Yes (2)  No 

$15.  (For  outpatients  only)  How  dear  are  your  instructions  from  your  physician  or  nurse 
about  how  you  should  take  your  pain  mediations?  To  be  more  specific: 

♦A  Do  you  feel  prepared  to  manage  your  pain  at  home? 
(1)  Yes  (2)  No 

JB.  How  dear  are  your  instructions  about  your  schedule  for  taking  medications 
now  (how  much  of  each  and  at  what  time)? 

(1)  No  Instructions  were  given. 

(2)  Instructions  are  undear  to  me.  or  I  lorgot. 

(3)  Instructions  are  somewhat  dear. 

(4)  Instructions  are  absolutely  dear. 

tC.  How  dear  are  your  instructions  about  how  to  change  Ihe  amount  and 
timing  of  your  medications  if  the  current  schedule  does  not  relieve  your  pain 
or  produces  side  effects? 

(1)  No  instructions  were  given.  '   ' 

(2)  Instructions  are  undear  to  me.  or  I  forgot. 

(3)  Instructions  are  somewhat  dear.  ' 

(4)  Instructions  are  absolutely  dear. 

t0.  How  dear  are  your  instructions  about  whom  to  call  about  your  pain  if 
you  have  any  questions? 

(1)  No  instructions  were  given. 

(2)  Instructions  are  undear  to  me,  or  I  lorgot. 

(3)  Instructions  are  somewhat  dear. 

(4)  Instructions  are  absolutely  dear. 

tE.  Have  you  had  a  telephone  conversation  with  a  physician  or  nurse  or  other 

staff  member  about  changes  in  pain  treatment  within  the  past days? 

(Staff  should  choose  time  interval  according  to  dinlcal  setting.) 


(For  inpatients  only)  When  you  asked  for  pain  medication,  what 

was  the  longest  time  you  had  to  wait  to  get  it? 

_(1)  S10  minutes  (5)   >60  minutes 

i.2)  1 1  -20  minutes  (6)  Asked  for  medication 

(3)  21-30  minutes  but  never  received  it 

(4)  31-60  minutes (7)  Never  asked  for  pain  medication 

Was  there  a  time  that  the  medication  you  were  given  for  pain  didn't  help  and  you 
asked  for  something  more  or  different  to  relieve  the  pain? 

(1)  Yes  (2)  No 

II  you  answered  yes.  how  long  did  it  take  before  your  physidan  or  nurse  changed 
your  treatment  to  a  stronger  or  different  medication  and  gave  it  to  you? 
Inpatients:  Outpatients: 

_(1)   <1  hour  (1)   <i  hour 

(2)   1-2  hours  (2)   1-4  hours 

3-4  hours  (3)   5-8  hours 

5-8  hours  (4)  9-23  hours 

9-24  hours  (5)   1-2  days 

>24  hours  (6)   >2  days 


(3) 

(4) 

(5) 

-(6) 


(1)  Yes        If  your  answer  is  yes,  answer  the  next  two  questions: 

Why  did  you  make  contad  with  your  physidan  or  nurse? 
Were  you  satisfied  with  how  your  questions  were  answered? 

(a)  Yes  

(b)  No    If  your  answer  is  no,  please  explain: 


_(2)  No  (If  you  did  not  have  a  telephone  conversation  with  a  staft 
member  about  changes  in  your  pain  treatment,  check  off  below  any 
of  the  reasons  lhat  apply.) 
(a)  Pain  was  not  a  significant  problem;  my  present  treatment 

instructions  handled  it  fine. 
(b)  Pam  was  not  a  significant  problem  but  I  didn't  want 

to  bother  my  physician  or  nurse  with  a  telephone  call. 
(c)  Pam  was  sometimes  a  problem  I  would  have  called 

but  didn't  know  how  to  reach  my  physidan  or  nurse. 
(d)  Pam  was  sometimes  a  problem.  I  tried  to  call  but  couldn't 

get  the  person  I  needed 
(e)  Other,  or  il  you  answered  (b).  (c).  or  (d).  provide  details 

o(  problems  encountered 


bastions  may  be  selected  or  modified  to  suit  the  needs  of  the  particular  dinical  setting,  patient  population,  and  the  intention  ol  the  survey  Conversely,  items  might  be  added 
III  data  suggest  a  need.  For  example,  if  patients  with  poor  pain  control  frequently  complain  ol  medication  side  effects  (question  1 30).  questions  about  specific  sido  offects. 

is  nausea,  itching,  and  constipation,  may  be  added. 
| Scales  items  added  Irom  other  previously  validated  tools   Unmarked  Items  were  in  the  prototype  questionnaire  " 

llicates  new  items  that  have  not  been  studied  m  patients   Unmarked  items  were  in  the  prototype  questionnaire  M 
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Table  2.— Data  Obtained  With  the  American  Pain  Society's  Patient  Satisfaction  Questionnaire  in  Hospital- 
ized Patients  With  Acute  Pain  or  Cancer  Pain* 


Variable 


Mlaskowakl 
•tat4 


Ward  and 
Gordon1 


Bookbinder 
et  al'0 


No.  o(  patients 


72 


213 


398 


Pain  intensity  scores  on  0-10  scale,  mean 
Now 

(SO) 

4.3  (2.9) 

3.6  (2.4) 

Worst 

7.6  (22) 

6.6(2  8) 

7.7 

Waiting  time  lor  pain  medication.  %  ol  patientst 
0-15  min 

52 

60 

73 

16-30  min 

23 

16 

15 

>30  min 

24 

8 

12 

Satisfaction  with  physicians.  %  of  patients 
Very  satisfied 

5U 

48 

63 

Satisfied 

26t 

36 

30 

Less  than  satisfied 

23* 

16 

7 

Satisfaction  with  nurses.  %  of  patients 
Very  satisfied 

51* 

57 

61 

Satisfied 

26* 

33 

32 

Less  than  satisfied 

23* 

10 

6 

•Adapted  from  Miaskowski.**  with  permission. 

t  Percentages  do  not  add  up  to  100%  because  some  patients  never  requested  pain  medication. 
tMiaskowski  et  al*  asked,  *How  satisfied  are  you  with  how  the  staff  responded  to  your  reports  of  pain?"  while  the 
other  two  studies  separately  asked  about  satisfaction  with  response  of  physicians  and  nurses. 


and  8).4  Because  studies  have  shown  that 
patients  in  pain  may  be  reluctant  to  ask 
for  medication,2^9  we  have  added  ques- 
tions 12  and  13  to  inquire  into  the  reasons 
for  their  reluctance.  The  items  in  ques- 
tion 13  are  from  the  Barriers  Question- 
naire, a  27-item  instrument  that  has  in- 
ternal consistency,  excellent  test-retest 
reliability,  and  content  and  construct  va- 
lidity.29 The  subset  of  Barriers  Question- 
naire items  included  in  the  current  ques- 
tionnaire shows  good  internal  consistency 
(a=.72)  and  test-retest  reliability  (r=0J85 
during  a  1-week  interval).  Questions  15A 
to  15E  were  designed  by  our  committee 
for  use  with  outpatients.  They  are  based 
on  the  same  underlying  hypothesis  as  the 
rest  of  the  guidelines — that  systemic  gaps 
in  communication  often  underlie  inad- 
equate pain  treatment — but  they  have 
not  been  clinically  validated.  We  offer 
them  to  stimulate  thinking  and  research 
involving  QI  in  outpatient  settings. 

QUESTIONS  FOR  FUTURE 
RESEARCH 

Application  of  QI  methods  to  pain  treat- 
ment has  just  begun.  The  guidelines 
herein  are  based  on  inferences  from  our 
experience  as  pain  treatment  consultants, 
the  literature  on  pain  treatment  and  QI, 
a  modest  amount  of  experience  with  QI 
approaches  to  pain  treatment,  and  on 
three  studies  related  to  the  guidelines.3-'1-10 
We  encourage  readers  to  adapt  these 
methods  to  the  needs  of  their  clinical  set- 
ting, learn  what  is  effective,  and  let  their 
colleagues  know  about  their  findings  and 
insights.  Additional  research  is  needed, 
and  specific  research  questions  that  might 
be  addressed  include  the  following 

What  Are  the  Essential  Items  for  a 
Brief  Patient  Outcome  Questionnaire 


for  General  Clinical  Use?  Brevity  is  a 
great  advantage  for  surveys  used  in  QI 
programs.  The  determination  of  a  few 
items  that  can  capture  the  adequacy  of 
pain  relief  would  encourage  more  wide- 
spread use. 

What  Determines  Patient  Satisfac- 
tion With  Pain  Treatment?  Many  pain 
clinicians  think  that  patients  are  too 
readily  satisfied  with  partial  and  inter- 
mittent relief  of  pain3*2  and  that  encour- 
aging patients  to  demand  more  complete 
relief  would  improve  overall  outcomes. 
Examination  of  the  determinants  of  pa- 
tient satisfaction  requires  sophisticated 
research  approaches,  including  question- 
naires that  would  be  more  extensive  than 
the  APS  questionnaire. 

How  Can  Organizations  Integrate  a 
QI  Program  for  Pain  Treatment  With 
Other  Interventions,  Such  as  Clinician 
Education  and  the  Use  of  Tools  to  Guide 
Prescribing?  Pilot  projects  implement- 
ing the  APS  guidelines  have  not  solved 
their  institutions'  problems  with  pain 
management  in  the  first  year.10-53,58  Rec- 
ognition of  pain  must  be  improved  before 
understanding  the  best  local  corrective 
approaches.  Therefore,  we  recommend 
that  research  projects  into  comprehen- 
sive Ql-based  approaches  be  conceived 
and  funded  for  a  period  of  at  least  3  years 
and  that  they  integrate  a  variety  of  ap- 
proaches to  changing  clinician  practices.49 
It  is  likely  that  specifically  tailored  in- 
formational approaches,  particularly 
those  using  computer  applications  to 
guide  medication  ordering  and  dispens- 
ing^62 will  prove  to  be  an  essential 
complement  to  regular  pain  assessment. 

Are  QI  Approaches  to  Pain  Treat- 
ment Effective  and  Cost-effective?  This 
question  can  only  be  answered  by  care- 


fully controlled  studies.  Quality  improve- 
mentprograms  require  considerable  work 
and  some  expense.  In  addition  to  the  ben- 
efit of  lessening  patients'  suffering,  QI 
programs  that  improve  pain  control  might 
reduce  costs  both  by  preventing  or  de- 
creasing the  length  of  hospital  stays63  and 
by  preventing  medication  errors. 

CONCLUSION 

The  QI  approach  to  pain  treatment  is 
based  on  the  assumption  that  although 
clinicians  are  concerned  with  patient 
comfort,  habits  and  procedures  of  prac- 
tice do  not  support  them  in  achieving 
effective  pain  relief.  For  the  drug-re- 
sponsive acute  pain  and  cancer  pain  syn- 
dromes addressed  by  these  guidelines, 
clinicians  should  be  able  to  relieve  pain 
effectively.  Although  pain  has  received 
the  most  study,  some  experts  believe 
that  many  common  symptoms  of  medi- 
cal illness  are  neglected  because  pat- 
terns of  medical  practice  and  account- 
ability have  evolved  out  of  a  focus  on 
structural  disease  rather  than  on  pa- 
tient complaints.40-64-66  As  the  public  de- 
mands that  medical  practice  and  re- 
search justify  their  costs,  we  must  heed 
the  concerns  of  our  patients,  well  rep- 
resented by  Montaigne67  in  1589: 

For  heaven's  sake,  let  medicine  some  day 
give  me  some  good  and  perceptible  relief  and 
you  will  see  how  I  shall  cry  out  in  good  ear- 
nest: "At  last  I  yield  to  an  efficient  science." 
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Table  1. — Patient  Outcome  Questionnaire  (to  Be  Filled  Out  by  Patient  but  May  Be  Adapted  for  Interview)* 


1.  Have  you  experienced  any  pain  In  the  past  24  hours? 
(1)  Yes  (2)  No 

If  you  answered  no  to  question  1 .  please  stop  now.  II  you  answered  yes. 
complete  the  questionnaire. 

2.  On  this  scale,  how  much  pain  are  you  having  right  now? 

0123456789     10 
No  pain Worst  pain  possible 

3.  On  this  scale,  please  indicate  the  worst  pain  you  have  had  in  the 
past  24  hours. 

0123456789      10 
No  pain  Worst  pain  possible 


t4 


ts. 


On  this  scale,  please  indicate  the  average  level  of  pain  you  have 
had  in  the  past  24  hours. 

0123456789     10 
No  pain  Worst  pain  possible 

Cirde  the  number  below  that  describes  how.  during  the  past  24  hours, 
pain  has  interfered  with  your 
|A.  General  activity 

0     12     3     4     5     6 
Does  not  interfere 
|B.  Mood 

0     12    3    4     5     6 
Does  not  interfere 
tO.  Walking  ability 

0     12    3    4    5    6 
Does  not  interfere 
tD.  Relations  with  other  people 
0     12    3    4     5    6 
Does  not  interfere 
tE.  Sleep 

0     12    3    4    5    6 
Does  not  interfere 


7    8    9     10 
Completely  interferes 

7     8     9     10 
Completely  interferes 

7     8     9     10 
Completely  interferes 

7     8     9     10 
Completely  interferes 


7     8     9     10 
Completely  interferes 
$F.  (For  postoperative  patients)  Other  activities  that  are  needed  to 

recover  from  illness  (eg,  coughing  and  deep  breathing  after  surgery,  clinician 

should  specify  activity) 

01234S6789     10 
Does  not  interfere                     Completely  Interferes 
fG.  (For  outpatients  with  chronic  pain)  Normal  work,  including  housework 
0123456789     10 
Does  not  interfere                    Completely  interferes 
fH.  (For  patients  with  chronic  pain)  Enjoyment  of  Hfe 
0123456789     10 
Does  not  Interfere Completely  interferes 

6.  Select  the  phrase  that  indicates  how  satisfied  or  dissatisfied  you  are 
with  the  results  of  your  pain  treatment  overall. 

(1)  Very  dissatisfied  (4)  Slightly  satisfied 

(2)  Dissatisfied  (5)  Satisfied 

(3)  Slightly  dissatisfied  (6)  Very  satisfied 

7.  Select  the  phrase  that  indicates  how  satisfied  or  dissatisfied  you  are 
with  the  way  your  nurses  responded  to  your  reports  of  pain. 

(1)  Very  dissatisfied  (4)  Slightly  satisfied 

(2)  Dissatisfied  (5)  Satisfied 

(3)  Slightly  dissatisfied (6)  Very  satisfied 

8.  Select  the  phrase  that  indicates  how  satisfied  or  dissatisfied  you  are 
with  the  way  your  physicians  responded  to  your  reports  of  pain. 

(1)  Very  dissatisfied  (4)  Slightly  satisfied 

(2)  Dissatisfied  (5)  Satisfied 

(3)  Slightly  dissatisfied (6)  Very  satisfied 

If  you  were  not  satisfied  with  your  pain  treatment  in  any  way, 
please  explain  why. 


0.  (For  inpatients  only)  When  you  asked  for  pain  medication,  what 
was  the  longest  time  you  had  to  wait  to  get  it? 

(1)  £10  minutes  (5)  >60  minutes 

(2)   1 1  -20  minutes  (6)  Asked  for  medication 

(3)  21  -30  minutes  but  never  received  it 

(4)  31-60  minutes  (7)  Never  asked  for  pain  medication 


1.  Was  there  a  time  that  the  medication  you  were  given  for  pain  didn't  help  and  you 
asked  for  something  more  or  different  to  relieve  the  pain? 

(1)  Yes  (2)  No 

If  you  answered  yes,  how  long  did  it  take  before  your  physician  or  nurse  changed 
your  treatment  to  a  stronger  or  different  medication  and  gave  it  to  you? 
Inpatients:  Outpatients: 

(1)   <1  hour  (1)   <1  hour 

(2)   1-2  hours  (2)   1-4  hours 

(3)  3-4  hours  (3)  5-8  hours 

(4)  5-8  hours  (4)  9-23  hours 

(5)  9-24  hours  (5)   1-2  days 

(6)   >24  hours  (6)   >2  days 


$12.  tf  you  still  have  pain,  would  you  like  a  stronger  dose  of  pain  medication? 

(1)  Yes  (2)  No 

If  you  answered  no.  please  indicate  why  not 

t/13.  Please  respond  to  the  next  seven  Items  by  circling  the  number  (0.  1.  2.  3.  4.  or 
5)  that  comes  closest  to  how  much  you  agree  with  that  item  There  are  no  rtght 
or  wrong  answers:  we  just  want  to  know  what  you  think 

A.  Pain  medicine  cannot  really  control  pain. 

0     12     3    4     5 
Do  not  agree  at  all  Agree  very  much 

B.  People  get  addicted  to  pain  medicine  easily 

0     12     3    4     5 
Do  not  agree  at  all  Agree  very  much 

C.  Good  patients  avoid  talking  about  pain. 

0     12     3    4     5 
Do  not  agree  at  all  Agree  very  much 

D.  It  is  easier  to  put  up  with  pain  than  with  the  side  etlects  that  come  from  pain 
medicine. 

0     12    3    4     5 
Do  not  agree  at  all  Agree  very  much 

E.  Complaints  of  pain  could  cxstrad  a  physician  Irom  treating  my  underlying  illness. 

0     12    3    4     5 
Do  not  agree  at  arl  Agree  very  much 

F.  Pain  medicine  should  be  "saved"  in  case  the  pain  gets  worse 

0     12    3    4    5 
Do  not  agree  at  all  Agree  very  much 

G.  The  experience  of  pain  is  a  sign  that  the  illness  has  gotten  worse. 

0    12    3    4    5 
Do  not  agree  at  all  Agree  very  much 

14.  Earlier  In  your  care,  did  a  physician  or  nurse  make  it  dear  to  you  that  we  consider 
treatment  of  pain  very  important  and  that  you  should  be  sure  to  tell  them  when  you 
have  pain? 
(1)  Yes (2)  No 

$15.  (For  outpatients  onfy)  How  dear  are  your  instructions  from  your  physician  or  nurse 
about  how  you  should  take  your  pain  mediations?  To  be  more  specific 

$A_  Do  you  feel  prepared  to  manage  your  pain  at  home? 
(1)  Yes  (2)  No 

$B.  How  dear  are  your  instructions  about  your  schedule  lor  taking  medications 
now  (how  much  of  each  and  at  what  time)? 

(1)  No  instructions  were  given. 

(2)  Instructions  are  undear  to  me,  or  I  forgot. 

(3)  Instructions  are  somewhat  dear. 

(4)  Instructions  are  absolutely  clear. 

+.C.  How  clear  are  your  instructions  about  how  to  change  the  amount  and 
timing  of  your  medications  If  the  current  schedule  does  not  relieve  your  pain 
or  produces  side  effects? 

(1)  No  instructions  were  given. 

(2)  Instructions  are  undear  to  me.  or  I  lorgot. 

(3)  Instructions  are  somewhat  dear. 

(4)  Instructions  are  absolutely  dear. 

$D.  How  dear  are  your  instructions  about  whom  to  call  about  your  pain  if 
you  have  any  questions? 

(1)  No  instructions  were  given. 

(2)  Instructions  are  undear  to  me.  or  I  lorgot. 

(3)  Instructions  are  somewhat  dear. 

(4)  Instructions  are  absolutely  dear. 

$E.  Have  you  had  a  telephone  conversation  with  a  physidan  or  nurse  or  other 

staff  member  about  changes  in  pain  treatment  wtthin  the  past days? 

(Staff  should  choose  time  Interval  according  to  dinical  setting.) 

(1)  Yes        If  your  answer  is  yes.  answer  the  next  two  questions: 

Why  did  you  make  contad  with  your  physidan  or  nurse? 
Were  you  satisfied  with  how  your  questions  were  answered? 

(a)  Yes  

(b)  No    II  your  answer  is  no.  please  explain: 


(2)  No  (If  you  did  not  have  a  telephone  conversation  with  a  staff 

member  about  changes  in  your  pain  treatment,  check  off  below  any 

of  the  reasons  that  apply.) 

__(a)  Pain  was  not  a  significant  problem:  my  present  treatment 

instructions  handled  it  line. 
(b)  Pain  was  not  a  significant  problem  but  I  didn't  want 

to  bother  my  physician  or  nurse  with  a  telephone  call. 
(c)  Pain  was  sometimes  a  problem  I  would  have  called 

but  didn't  know  how  to  reach  my  physician  or  nurse 
(d)  Pain  was  sometimes  a  problem  I  ined  to  call  but  couldn't 

gel  the  person  I  needed 
(e)  Other,  or  il  you  answered  (b).  (c).  or  (d).  provide  details 

ol  problems  encountered 


'Questions  may  be  selected  or  modified  to  suit  the  needs  of  the  particular  dinical  setting,  patient  population,  and  the  intention  of  the  survey  Conversely,  items  might  be  added 

»Ual  data  suggest  a  need.  For  example,  if  patients  with  poor  pain  control  Irequently  complain  ol  medication  side  etlects  (question  130).  questions  about  speolic  side  etlects. 

A  as  nausea,  itching,  and  constipation,  may  be  added 

^Indicates  items  added  Irom  other  previously  validated  tools  Unmarked  items  were  In  the  prototype  questionnaire  " 

Indicates  new  items  that  have  not  been  studied  in  panents  Unmarked  items  were  in  the  prototype  questionnaire  " 
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Table  2.— Oata  Obtained  With  the  American  Pain  Society's  Patient  Satisfaction  Questionnaire  in  Hospital- 
ized Patients  With  Acute  Pain  or  Cancer  Pain* 


Variable 


MUakowakJ 
et  at4 


Ward  and 
Gordon* 


Bookbinder 
et  al" 


No.  ol  patients 


72 


213 


39fl 


Pain  intensity  scores  on  0-10  scale,  mean 
Now 

(SD) 

4.3  (2.9) 

3.6 (2.4) 

Worst 

7.6  (2.2) 

6.6  (2.8) 

7.7 

Waiting  time  lor  pain  medication,  %  o(  patientst 
0-15  min 

52 

60 

73 

16-30  min 

23 

16 

15 

>30  min 

24 

8 

12 

Satisfaction  with  physicians,  %  ol  patients 
Very  satisfied 

su 

46 

63 

Satisfied 

26$ 

36 

30 

Less  than  satisfied 

23* 

16 

7 

Satisfaction  with  nurses.  %  of  patients 
Ver-.  satisfied 

51* 

57 

61 

Satisfied 

26* 

33 

32 

Less  than  satisfied 

23* 

10 

6 

•Adapted  from  Miaskowski,**  with  permission. 

t  Percentages  do  not  add  up  to  100%  because  some  patients  never  requested  pain  medication. 
*Miaskowski  et  af  asked.  "How  satisfied  are  you  with  how  the  staff  responded  to  your  reports  of  pain?"  while  the 
other  two  studies  separately  asked  about  satisfaction  with  response  of  physicians  and  nurses. 


and  8).4  Because  studies  have  shown  that 
patients  in  pain  may  be  reluctant  to  ask 
for  medication,129  we  have  added  ques- 
tions 12  and  13  to  inquire  into  the  reasons 
for  their  reluctance.  The  items  in  ques- 
tion 13  are  from  the  Barriers  Question- 
naire, a  27-item  instrument  that  has  in- 
ternal consistency,  excellent  test-retest 
reliability,  and  content  and  construct  va- 
lidity.29 The  subset  of  Barriers  Question- 
naire items  included  in  the  current  ques- 
tionnaire shows  good  internal  consistency 
(o=.72)  and  test-retest  reliability  (r=0.85 
during  a  1-week  interval).  Questions  15A 
to  15E  were  designed  by  our  committee 
for  use  with  outpatients.  They  are  based 
on  the  same  underlying  hypothesis  as  the 
rest  of  the  guidelines — that  systemic  gaps 
in  communication  often  underlie  inad- 
equate pain  treatment — but  they  have 
not  been  clinically  validated.  We  offer 
them  to  stimulate  thinking  and  research 
involving  QI  in  outpatient  settings. 

QUESTIONS  FOR  FUTURE 
RESEARCH 

Application  of  QI  methods  to  pain  treat- 
ment has  just  begun.  The  guidelines 
herein  are  based  on  inferences  from  our 
experience  as  pain  treatment  consultants, 
the  literature  on  pain  treatment  and  QI, 
a  modest  amount  of  experience  with  QI 
approaches  to  pain  treatment,  and  on 
three  studies  related  to  the  guidelines.3*-10 
We  encourage  readers  to  adapt  these 
methods  to  the  needs  of  their  clinical  set- 
ting, learn  what  is  effective,  and  let  their 
colleagues  know  about  their  findings  and 
insights.  Additional  research  is  needed, 
and  specific  research  questions  that  might 
be  addressed  include  the  following. 

What  Arc  the  Essential  Items  for  a 
Hricf  Patient  Outcome  Questionnaire 


for  General  Clinical  Use?  Brevity  is  a 
great  advantage  for  surveys  used  in  QI 
programs.  The  determination  of  a  few 
items  that  can  capture  the  adequacy  of 
pain  relief  would  encourage  more  wide- 
spread use. 

What  Determines  Patient  Satisfac- 
tion With  Pain  Treatment?  Many  pain 
clinicians  think  that  patients  are  too 
readily  satisfied  with  partial  and  inter- 
mittent relief  of  pain3-*2  and  that  encour- 
aging patients  to  demand  more  complete 
relief  would  improve  overall  outcomes. 
Examination  of  the  determinants  of  pa- 
tient satisfaction  requires  sophisticated 
research  approaches,  including  question- 
naires that  would  be  more  extensive  than 
the  APS  questionnaire. 

How  Can  Organizations  Integrate  a 
QI  Program  for  Pain  Treatment  With 
Other  Interventions,  Such  as  Clinician 
Education  and  the  Use  of  Tools  to  Guide 
Prescribing?  Pilot  projects  implement- 
ing the  APS  guidelines  have  not  solved 
their  institutions'  problems  with  pain 
management  in  the  first  year.10-53-"  Rec- 
ognition of  pain  must  be  improved  before 
understanding  the  best  local  corrective 
approaches.  Therefore,  we  recommend 
that  research  projects  into  comprehen- 
sive Ql-based  approaches  be  conceived 
and  funded  for  a  period  of  at  least  3  years 
and  that  they  integrate  a  variety  of  ap- 
proaches to  changing  clinician  practices.59 
It  is  likely  that  specifically  tailored  in- 
formational approaches,  particularly 
those  using  computer  applications  to 
guide  medication  ordering  and  dispens- 
ing80"62 will  prove  to  be  an  essential 
complement  to  regular  pain  assessment. 

Are  QI  Approaches  to  Pain  Treat- 
ment Effective  and  Cost-effective?  This 
question  can  only  be  answered  by  care- 


fully controlled  studies.  Quality  improve- 
ment programs  require  considerable  work 
and  some  expense.  In  addition  to  the  ben- 
efit of  lessening  patients'  suffering,  QI 
programs  that  improve  pain  control  might 
reduce  costs  both  by  preventing  or  de- 
creasing the  length  of  hospital  stays63  and 
by  preventing  medication  errors. 

CONCLUSION 

The  QI  approach  to  pain  treatment  is 
based  on  the  assumption  that  although 
clinicians  are  concerned  with  patient 
comfort,  habits  and  procedures  of  prac- 
tice do  not  support  them  in  achieving 
effective  pain  relief.  For  the  drug-re- 
sponsive acute  pain  and  cancer  pain  syn- 
dromes addressed  by  these  guidelines, 
clinicians  should  be  able  to  relieve  pain 
effectively.  Although  pain  has  received 
the  most  study,  some  experts  believe 
that  many  common  symptoms  of  medi- 
cal illness  are  neglected  because  pat- 
terns of  medical  practice  and  account- 
ability have  evolved  out  of  a  focus  on 
structural  disease  rather  than  on  pa- 
tient complaints.1*0-64"66  As  the  public  de- 
mands that  medical  practice  and  re- 
search justify  their  costs,  we  must  heed 
the  concerns  of  our  patients,  well  rep- 
resented by  Montaigne67  in  1589: 

For  heaven's  sake,  let  medicine  some  day 
give  me  some  good  and  perceptible  relief  and 
you  will  see  how  I  shall  cry  out  in  good  ear- 
nest: "At  last  I  yield  to  an  efficient  science." 
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An  Act  to  protect  patients. 


1 


PREAMBLE 


2  Whereas,  Our  health  care  system  in  Massachusetts  is  under- 

3  going  major  changes,  evolving  from  a  traditional  "fee  for  service" 

4  to  a  "managed  care"  system;  and 

5  Whereas,  As  the  pace  of  this  transition  continues  to  accelerate, 

6  the  General  Court  recognizes  that  consumers  have  a  right  to  be 

7  fully  protected  and  informed  as  to  specific  costs  and  services,  ben- 

8  efits,  limitations  and  procedures  provided  under  health  care  plans; 

9  Therefore,  In  an  effort  to  address  this  need  in  the  Common- 

10  wealth,  the  General  Court  deems  it  essential  to  enact  the 

1 1  "Patients'  Protection  Act  of  1996"  to  protect  the  rights  of  all  pur- 

12  chasers  and  consumers  of  health  care  in  Massachusetts.  The  leg- 

13  islative  intent  of  this  bill  is  to  require  all  health  care  insurers  and 

14  HMOs  to  inform  consumers  before  they  buy  insurance,  of  all  the 

15  basic  coverage  provided  under  their  health  policies.  Specifically, 

16  the  "Patients'  Protection  Act"  will  require  insurers  to  explain  in 

17  plain,  understandable  language,  the  full  extent  of  coverage,  all 

18  restrictions  on  scope  of  care,  and  any  financial  incentives  offered 

19  providers.  Passage  of  this  legislation  will  ensure  that  the  patient's 

20  right  to  full  disclosure  of  health  insurance  benefits  will  be  guaran- 

21  teed  to  every  health  care  consumer  in  the  Commonwealth. 


Be  it  enacted  by  the  Senate  and  House  of  Representatives  in  General 
Court  assembled,  and  by  the  authority  of  the  same,  as  follows: 


2  HOUSE  — No.  5917  [April 

1  SECTION  1.  Chapter  175  of  the  General  Laws  is  hereby 

2  amended  by  inserting  after  section  1 10E  the  following  section: — 

3  Section  HOE'/i.  Whoever  offers  any  plan,  contract  or  subscrip- 

4  tion  certificate  under  an  individual  or  group  medical  service 

5  agreement,  however  described  or  called,  which  shall  be  delivered 

6  or  issued  or  renewed  in  this  Commonwealth  under  this  chapter  or 

7  chapter  one  hundred  seventy-six  A,  chapter  one  hundred  seventy- 

8  six  B,  chapter  one  hundred  seventy-six  G  or  chapter  one  hundred 

9  seventy-six  I,  shall  provide  the  household  of  each  beneficiary  a 

10  statement,  in  complete,  specific,  clear  and  concise  language,  in  a 

1 1  form  prescribed  by  the  commissioner  of  insurance  in  consultation 

12  with  the  commissioner  of  public  health  and  the  commissioner  of 

13  mental  health  and  amended  from  time  to  time  as  changes  in  the 

14  health  care  industry  occur,  which  shall  contain,  but  not  be  limited 

15  to,  the  following: 

16  1)    the  prepaid  fee  which  must  be  paid  by  or  on  behalf  of  the 

17  member; 

18  2)    an  explanation  of  any  deductible  or  copayment  feature  and 

19  all  restrictions  relating  to  preexisting  conditions; 

20  3)    a  notice  that  the  beneficiary  has  a  right  to  appeal  a  denial 

21  of  coverage  by  the  insurer,  together  with  a  description  of  the 

22  manner  in  which  such  denial  may  be  appealed,  including  an 

23  address  where  such  an  appeal  may  be  filed.  The  notice  shall  also 

24  state  that  the  beneficiary  may  appeal  further  to  the  courts; 

25  4)    a  description  of  the  manner  in  which  a  beneficiary  may 

26  express  to  the  insurer  dissatisfaction  with  respect  to  quality  of  care 

27  or  access  to  that  care; 

28  5)    whether  the  plan  employs  a  method  of  surveying  consumer 

29  satisfaction  with  the  insurer's  services  and  procedures,  a  descrip- 

30  tion  of  the  survey,  and  the  results  of  the  latest  survey; 

31  6)    a  notice  stating  that  upon  request  of  the  beneficiary  the 

32  insurer  will  make  available  a  roster  of  plan  providers  which  for 

33  clinicians  shall  include  their  credentials  and  specialties,  and  that 

34  upon  further  request  of  beneficiary  the  insurer  will  make  available 

35  information  regarding  any  limitations  on  availability  of  a  partic- 

36  ular  clinician; 

37  7)    National  Committee  for  Quality  Assurance  accreditation 

38  status  and  a  description  of  the  means  by  which  the  beneficiary  can 

39  obtain  additional  credentialing  information,  including  the  com- 

40  plete  criteria,  from  the  insurer; 
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41  8)    the  medical  loss  ratio  and  administrative  cost  ratios  of  the 

42  plan; 

43  9)    a  description  of: 

44  a)    procedures  for  emergency  room,  nighttime  or  weekend 

45  visits  and  referral  to  specialist  providers; 

46  b)    whether  services  received  outside  the  plan  are  covered 

47  and  in  what  manner  they  are  covered; 

48  c)    procedures,  if  any,  which  must  be  followed  to  obtain 

49  prior  authorization  for  services,  including  specific  procedures  an 

50  enrollee  must  follow  to  obtain  drugs  and  medicines  which  are  sub- 

51  ject  to  a  formulary  as  set  forth  in  Section  twelve  D  of  chapter  one 

52  hundred  twelve; 

53  d)    the  circumstances  under  which  prior  authorization  is 

54  required  for  emergency  medical  or  mental  health  care  and  a  state- 

55  ment  as  to  whether  and  where  the  plan  provides  twenty-four  hour 

56  emergency  services; 

57  e)    the  procedures  to  be  followed  by  a  beneficiary,  in  gen- 

58  eral,  for  consulting  a  clinician  other  than  the  primary  care  clini- 

59  cian,  and  the  means  by  which  a  beneficiary  can  obtain  information 

60  about  the  procedure  required  in  a  specific  situation; 

6 1  f)     how  a  beneficiary  may  ascertain  the  necessity  of  repeat- 

62  ing  prior  authorization  if  particular  specialist  care  is  continuing. 

63  10)    whether  any  payments  to  providers  are  capitated  and 

64  whether  any  payments  are  contingent  upon: 

65  a)    the  number  or  type  of  referrals  made  by  that  provider 

66  to  specialists  or  the  percentage  of  patients  so  referred; 

67  b)    the  number  or  type  of  procedures,  tests  or  treatments 

68  performed  or  the  percentage  of  patients  so  treated; 

69  c)    the  average  length  of  office  visits; 

70  11)    whether  a  plan  clinician  is  restricted  to  prescribing  drugs 

71  from  a  plan  list  or  plan  formulary  and  the  extent  to  which  a  bene- 

72  ficiary  will  be  reimbursed  for  costs  of  a  drug  that  is  not  on  a  plan 

73  list  or  plan  formulary.  Prior  to  enrollment,  a  beneficiary  shall  be 

74  entitled  to  request  all  information  related  to  specific  drugs  which 

75  are  restricted; 

76  12)    the  number  of  a  toll  free  telephone  line  which  the  con- 

77  sumer  may  call  to  obtain  information  about  the  procedures  to 

78  follow  to  appeal  a  denial  of  coverage  to  change  a  primary  care 

79  provider,  to  express  dissatisfaction  with  quality  of  care  or  access 

80  to  care. 
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81  The  insurer  shall  include  this  document  along  with  the  standard 

82  package  of  information  it  provides  to  prospective  and  new  benefi- 

83  ciaries.  Or  if  no  such  standard  package  is  provided  to  prospective 

84  and  new  beneficiaries,  then  this  notice  shall  be  sent  to  such  persons. 

1  SECTION  2.  Any  plan,  contract,  medical  service  arrangement 

2  or  any  individual  or  group  medical  service  agreement  offered  to 

3  the  public  or  the  offering  of  any  such  plan  or  agreement  for  health 

4  care  services  irrespective  of  the  name  or  the  manner  in  which  it 

5  describes  itself  and  not  currently  regulated  by  the  commissioner  of 

6  insurance  shall  be  subject  to  the  same  full  disclosure  and  protec- 

7  tion  provisions  as  set  forth  in  section  one  hundred  ten  E'/i  of 

8  chapter  one  hundred  seventy-five. 
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Facilities  for  the  'treatment  of  patients  with  chronic  pain  have 
developed  rapidly  in  the  past  fifteen  years.  There  have  been 
few,  if  any,  governmental  or  professional  standards  or  con- 
trols for  such  patient  care  facilities,  even  in  the  developed 
nations  of  the  world.  In  the  United  States  of  America,  pain 
treatment  facilities  that  exist  within  hospitals  are  theoretically 
evaluated  under  the  aegis  of  the  Joint  Committee  on  the 
Accreditation  of  Hospitals,  but  the  accreditation  process  does 
not  specifically  assess  the  pain  treatment  facility.  Free-stand- 
ing pain  treatment  programs  and  those  within  hospitals  may 
also  obtain  voluntary  certification  from  the  Commission  on 
Accreditation  of  Rehabilitation  Facilities  through  a  program 
instituted  with  assistance  from  the  American  Pain  Society 
in  1983.  In  other  countries,  both  governmental  agencies 
and  the  national  chapters  of  the  International  Association 
for  the  Study  of  Pain  (IASP)  have  developed  some  stand- 
ards. Governmental  health  care  systems  in  some  countries 
regulate  all  aspects  of  the  provision  of  health  care,  and  the 
freedom  to  establish  new  types  of  health  care  delivery  is 
limited. 

The  International  Association  for  the  Study  of  Pain  believes 
that  patients  throughout  the  world  would  benefit  from  the 
establishment  of  a  set  of  desirable  characteristics  for  pain 
treatment  facilities.  Although  IASP  itself  does  not  plan  to 
offer  certification  or  accreditation,  the  standards  set 
forth  in  this  document  can  serve  as  a  guideline  for  both 
practitioners  and  those  governmental  or  professional 
organizations  involved  in  the  establishment  of  standards  for 
this  type  of  health  care  delivery.  The  field  of  pain  man- 
agement has  been  viewed  with  skepticism  by  many  physi- 
cians and  health  policy  and  funding  administrators;  reason- 
able guidelines  should  be  established  and  adhered  to  by 
reputable  treatment  facilities. 

It  is  important  to  recognize  that  not  every  patient  referred 
to  a  pain  treatment  facility  requires  the  services  of  a  large 
number  of  health  care  professionals.  Nonetheless,  many 
pain  patients  do  require  the  services  of  multiple  disciplines 
and  resources  must  be  available  to  effectively  manage  the 
patient.  It  is  on  the  basis  of  the  types  of  resources  available 
that  the  following  classification  scheme  has  been  proposed. 


This  Task  Force  has  not  addressed  the  issues  of  pain 
management  in  the  post-operative  or  post-trauma  setting. 
Such  treatment  programs  may  occur  within  a  pain  treat- 
ment facility,  but  they  are  not  required  for  the  assessment 
and  treatment  of  patients  with  chronic  pain. 

This  document  has  been  prepared  by  a  Task  Force  ap- 
pointed by  the  President  of  IASP,  Dr.  Michael  J.  Cousins, 
and  chaired  by  the  Secretary  of  IASP,  Dr.  John  D.  Loeser. 
Members  of  the  Task  Force  were: 

John  D.  Loeser,  MD,  Chairman 
Multidisciplinary  Pain  Center  RC-95 
University  of  Washington 
Seattle,  WA  98195  USA 

Francois  Boureau,  MD,  PhD 
Hopital  Saint-Antoine,  Unite  de 
Traitemcnt  de  la  Douleur 
184  rue  de  Faubourg  St.  Antoine 
75012  Paris,  France 

Peter  Brooks,  MBBS,  MD,  FRACP,  FRACM 
Dept.  of  Rheumatology 
Royal  North  Shore  Hospital 
Sydney,  NSW  2065,  Australia 

Teresa  Ferrer-Brechner,  MD 
Dept.  of  Anesthesiology 
UCLA  Medical  Ctr.  CHS  56-125 
Los  Angeles,  CA  90024  USA 

Howard  L.  Fields,  MD,  PhD 
Dept.  of  Neurology,  Box  0114 
University  of  California 
San  Francisco,  CA  94143  USA 

Corey  D.  Fox,  PhD 
Pain  Management  Center 
Dept  of  Neurology 
Mount  Sinai  Hospital 
Hartford,  CT  06112  USA 
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DEFINITION  OF  TERMS 

The  following  terms  will  be  briefly  defined  in  this  section;  a 
more  complete  description  of  the  characteristics  of  each 
type  of  facility  appears  in  subsequent  portions  of  this  re- 
port. 

1.  Pain  treatment  facility:  A  generic  term  used  to  de- 
scribe all  forms  of  pain  treatment  facilities  without 
regard  to  personnel  involved  or  types  of  patients  served. 
Pain  unit  is  a  synonym  for  pain  treatment  facility. 

2.  Multidisciplinary  pain  center  An  organization  of 
health  care  professionals  and  basic  scientists  which 
includes  research,  teaching  and  patient  care  related  to 
acute  and  chronic  pain.  This  is  the  largest  and  most 
complex  of  the  pain  treatment  facilities  and  ideally 
would  exist  as  a  component  of  a  medical  school  or 
teaching  hospital.  Clinical  programs  must  be  supervised 
by  an  appropriately  trained  and  licensed  clinical  direc- 
tor; a  wide  array  of  health  care  specialists  is  required, 
such  as  physicians,  psychologists,  nurses,  physical  thera- 
pists, occupational  therapists,  vocational  counselors, 
social  workers  and  other  specialized  health  care 
providers. 

The  disciplines  of  health  care  providers  required  is  a 
function  of  the  varieties  of  patients  seen  and  the  health 
care  resources  of  the  community.  The  members  of  the 
treatment  team  must  communicate  with  each  other  on  a 
regular  basis,  both  about  specific  patients  and  about 
overall  development.  Health  care  services  in  a  multidis- 
ciplinary pain  clinic  must  be  integrated  and  based  upon 
multidisciplinary  assessment  and  management  of  the 
patient.  Inpatient  and  outpatient  programs  are  offered 
in  such  a  facility. 

3.  Multidisciplinary  pain  clinic:  A  health  care  delivery 
facility  staffed  by  physicians  of  different  specialties  and 
other  non-physician  health  care  providers  who  special 
ize  in  the  diagnosis  and  management  of  patients  with 
chronic  pain.  This  type  of  facility  differs  from  a  Multi- 
disciplinary  Pain  Center  only  because  it  does  not  in- 
clude research  and  teaching  activities  in  its  regular 
programs.  A  Multidisciplinary  pain  clinic  may  have 
diagnostic  and  treatment  facilities  which  are  outpatient, 
inpatient  or  both. 

4.  Pain  clinic:  A  health  care  delivery  facility  focusing 
upon  the  diagnosis  and  management  of  patients  with 
chronic  pain.  A  pain  clinic  may  specialize  in  specific 
diagnoses  or  in  pains  related  to  a  specific  region  of  the 
body.  A  pain  clinic  may  be  large  or  small  but  it  should 
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never  be  a  label  for  an  isolated  solo  practitioner.  A 
single  physician  functioning  within  a  complex  health 
care  institution  which  offers  appropriate  consultative 
and  therapeutic  services  could  qualify  as  a  pain  clinic,  if 
chronic  pain  patients  were  suitably  assessed  and  man- 
aged. The  absence  of  interdisciplinary  assessment  and 
management  distinguishes  this  type  of  facility  from  a 
multidisciplinary  pain  center  or  clinic  Pain  clinics  can, 
and  should  be  encouraged  to,  carry  out  research,  but  it 
is  not  a  required  characteristic  of  this  type  of  facility. 

Modality-oriented  clinic:  This  is  a  health  care  facility 
which  offers  a  specific  type  of  treatment  and  does  not 
provide  comprehensive  assessment  or  management. 
Examples  include  nerve  block  clinic,  transcutaneous 
nerve  stimulation  clinic,  acupuncture  clinic,  biofeedback 
clinic,  etc.  Such  a  facility  may  have  one  or  more  health 
care  providers  with  different  professional  training; 
because  of  its  limited  treatment  options  and  the  lack  of 
an  integrated,  comprehensive  approach,  it  does  not 
qualify  for  the  term,  multidisciplinary. 


DESIRABLE  CHARACTERISTICS  OF 
MULTIDISCIPLINARY  PAIN  CENTERS 

1.  A  multidisciplinary  pain  center  (MPC)  should  have  on 
its  staff  a  variety  of  health  care  providers  capable  of 
assessing  and  treating  physical,  psychosocial,  medical, 
vocational  and  social  aspects  of  chronic  pain.  These  can 
include  physicians,  nurses,  psychologists,  physical  thera- 
pists, occupational  therapists,  vocational  counselors, 
social  workers  and  any  other  type  of  health  care  profes- 
sional who  can  make  a  contribution  to  patient  diagnosis 
or  treatment. 

2.  At  least  three  medical  specialties  should  be  represented 
on  the  staff  of  a  multidisciplinary  pain  center.  If  one  of 
the  physicians  is  not  a  psychiatrist,  physicians  from  two 
specialties  and  a  clinical  psychologist  are  the  minimum 
required.  A  multidisciplinary  pain  center  must  be  able 
to  assess  and  treat  both  the  physical  and  the  psychoso- 
cial aspects  of  a  patient's  complaints.  The  need  for 
other  types  of  health  care  providers  should  be  deter- 
mined on  the  basis  of  the  population  served  by  the 
MPC. 

3.  The  health  care  professionals  should  communicate  with 
each  other  on  a  regular  basis  both  about  individual 
patients  and  the  programs  which  are  offered  in  the  pain 
treatment  facility. 

4.  There  should  be  a  Director  or  Coordinator  of  the  MPC. 
He  or  she  needs  not  be  a  physician,  but  if  not,  there 
should  be  a  Director  of  Medical  Services  who  will  be 
responsible  for  monitoring  of  the  medical  services 
provided. 

5.  The  MPC  should  offer  diagnostic  and  therapeutic  serv- 
ices which  include  medication  management,  referral  for 
appropriate  medical  consultation,  review  of  prior  medi- 
cal records  and  diagnostic  tests,  physical  examination, 
psychological  assessment  and  treatment,  physical  thera- 
py vocational  assessment  and  counseling  and  other 
facilities  as  appropriate. 


6.  The  MPC  should  have  a  designated  space  for  its 
activities.  The  MPC  should  include  facilities  for 
inpatient  services  and  outpatient  services. 

7.  The  MPC  should  maintain  records  on  its  patients  so  as 
to  be  able  to  assess  individual  treatment  outcomes  and 
to  evaluate  overall  program  effectiveness. 

8.  The  MPC  should  have  adequate  support  staff  to  carry 
out  its  activities. 

9.  Health  care  providers  active  in  a  MPC  should  have 
appropriate  knowledge  of  both  the  basic  sciences  and 
clinical  practices  relevant  to  chronic  pain  patients. 

10.  The  MPC  should  have  a  medically  trained  professional 
available  to  deal  with  patient  referrals  and  emergencies. 

11.  All  health  care  providers  in  an  MPC  should  be  appro- 
priately licensed  in  the  country  or  state  in  which  they 
practice. 

12.  The  MPC  should  be  able  to  deal  with  a  wide  variety  of 
chronic  pain  patients,  including  those  with  pain  due  to 
cancer  and  pain  due  to  other  diseases. 

13.  An  MPC  should  establish  protocols  for  patient 
management  and  assess  their  efficacy  periodically. 

14.  An  MPC  should  see  an  adequate  number  and  variety  of 
patients  for  its  professional  staff  to  maintain  their  skills 
in  diagnosis  and  treatment. 

15.  Members  of  a  MPC  should  be  carrying  out  research  on 
chronic  pain.  This  does  not  mean  that  everyone  should 
be  doing  both  research  and  patient  care.  Some  will  only 
function  in  one  arena,  but  the  institution  should  have 
ongoing  research  activities. 

16.  The  MPC  should  be  active  in  educational  programs  for 
a  wide  variety  of  health  care  providers,  including  under- 
graduate, graduate  and  post-doctoral  levels. 

17.  The  MPC  should  be  part  of  or  closely  affiliated  with  a 
major  health  sciences  educational  or  research 
institution. 


DESIRABLE  CHARACTERISTICS  FOR  A 
MULTIDISCIPLINARY  PAIN  CLINIC 

The  distinction  between  a  Multidisciplinary  Pain  Center 
and  a  Multidisciplinary  Pain  Clinic  is  that  the  former  has 
research  and  teaching  components  that  need  not  be  present 
in  the  latter.  Hence,  items  #15,  16  and  17  above  are  not 
required  for  a  Multidisciplinary  Pain  Clinic.  All  of  the 
other  items  should  be  present. 


DESIRABLE  CHARACTERISTICS  FOR  A  PAIN 
CLINIC 

1.    A  Pain  Clinic  should  have  access  to  and  regular  interac- 
tion with  at  least  three  types  of  medical  specialties  or 


health  care  providers.  If  one  of  the  physicians  is  not  a 
psychiatrist,  a  clinical  psychologist  is  essential. 

I  The  health  care  providers  should  communicate  with 
each  other  on  a  regular  basis  both  about  individual 
patients  and  programs  offered  in  the  pain  treatment 

facility. 

I  There  should  be  a  Director  or  Coordinator  of  the  Pain 
Clinic  If  he  or  she  is  not  a  physician,  there  should  be  a 
Director  of  Medical  Services  who  is  responsible  for  the 
monitoring  of  medical  services  which  are  provided  to 
the  patients. 

|,  The  Pain  Clinic  should  offer  both  diagnostic  and 
therapeutic  services. 

i,  The  Pain  Clinic  should  have  designated  space  for  its 
activities. 

i,  The  Pain  Clinic  should  maintain  records  on  its  patients 
so  as  to  be  able  to  assess  individual  treatment  outcomes 
and  to  evaluate  overall  program  effectiveness. 

I.  The  Pain  Clinic  should  have  adequate  support  staff  to 
carry  out  its  activities. 

i,  Health  care  providers  working  in  a  Pain  Clinic  should 
have  appropriate  knowledge  of  both  the  basic  sciences 
and  clinical  practices  relevant  to  pain  patients. 

).  The  Pain  Clinic  should  have  a  trained  health  care 
professional  available  to  deal  with  patient  referrals  and 
emergencies. 

10.  All  health  care  providers  in  a  Pain  Clinic  should  be 
appropriately  licensed  in  the  country  and  state  in  which 
they  practice. 


DISCUSSION 

rhe  Task  Force  is  strongly  committed  to  the  idea  that  a 
multidisciplinary  approach  to  diagnosis  and  treatment  is  the 
preferred  method  of  delivering  health  care  to  patients  with 
chronic  pain  of  any  etiology.  Not  every  patient  referred  to 
I  pain  treatment  facility  is  in  need  of  multidisciplinary 
diagnosis  or  treatment,  but  the  facility  should  have  those 
resources  available  when  they  are  appropriate.  Although 
the  Task  Force  recognizes  that  health  care  resources  are 
not  uniformly  distributed  throughout  any  country  or  the 
world  and  that  compromises  will  be  necessary,  all  health 
wre  providers  should  strive  to  attain  the  standards  set  forth 
in  this  document  for  the  care  of  patients  with  chronic  pain. 
Health  care  providers  in  pain  treatment  facilities  should  be 
encouraged  and  expected  to  be  members  of  IASP  and  its 
national  chapters  in  order  to  facilitate  exchange  of  informa- 
tion and  research  activities. 

The  primary  goal  for  a  pain  treatment  facility  is  to  provide 
effective,  humane  care  for  those  who  suffer  from  chronic 
pain.  The  complexities  of  the  chronic  pain  patient  must  be 
recognized  to  accomplish  these  goals.   In  the  modern  era, 
'however,  the  issue  of  cost  effectiveness  must  also  be  con- 
sidered and  wc  cannot  erect  standards  for  chronic  pain 


treatment  which  arc  above  and  beyond  the  standards  for 
patients  with  other  types  of  complaints.  Moreover,  health 
care  delivery  systems  arc  rapidly  changing  and  standards 
that  prevent  innovation  and  progress  should  not  be  pro- 
posed. 

All  patients  with  chronic  pain  should  be  appropriately 
evaluated  before  treatment  is  implemented.  Facilities  that 
offer  only  one  type  of  treatment  or  have  limited  access  to 
professionals  in  various  disciplines  must  demonstrate 
appropriate  patient  selection  prior  to  the  initiation  of 
therapy.  Patients  who  attend  such  a  health  care  facility 
should  have  been  fully  evaluated  elsewhere  before  such  a 
referral  is  made.  For  example,  if  a  "pain  clinic"  specializes 
in  headache  patients  and  offers  only  biofeedback  therapy, 
the  patients  referred  to  such  a  facility  must  have  an  appro- 
priate medical  evaluation  prior  to  embarking  on  this  treat- 
ment program.  Pain  treatment  facilities  must  go  beyond 
this  stereotypic  approach  and  determine  what  services  the 
patient  needs  prior  to  embarking  upon  one  or  another  type 
of  treatment.  If  what  the  patient  needs  is  not  available,  the 
patient  should  be  referred  elsewhere. 

Resources  and  patient  demands  vary  throughout  the  world, 
and  there  is  no  single  guideline  that  can  be  made  which 
well  apply  to  every  location.  In  developing  nations,  pain 
treatment  facilities  may  appropriately  consist  of  a  small 
number  of  health  care  professionals  with  limited  resources. 
Such  groups  may  mainly  see  chronic  pain  due  to  cancer  or 
to  nervous  system  injuries;  the  problems  of  chronic  pain  as 
seen  in  the  industrialized  nations  may  have  not  yet  arrived. 
Treatments  may  be  limited  to  nerve  blocks  and  drugs  if 
economic  conditions  preclude  more  expensive  treatment 
strategies.  It  is  unlikely  thai  research  activities  will  be 
carried  out  in  such  an  environment,  but  the  mission  of 
teaching  other  health  care  providers  should  never  be  over- 
looked. 

In  the  developed  nations  of  the  world,  there  would  seem  to 
be  no  reason  to  allow  an  isolated  practitioner  to  call  him- 
self a  pain  clinic.  The  diagnosis  and  management  of  pa- 
tients with  chronic  pain  has  become  so  complex  that  multi- 
ple skills  and  knowledge  are  required.  There  are  many 
possible  combinations,  but  such  a  facility  must  have  at  least 
one  physician  who  assumes  responsibility  for  obtaining  a 
complete  history  and  performing  a  screening  physical 
examination.  Old  records  must  also  be  reviewed.  The 
specialty  of  the  physician  performing  this  review  is  not 
particularly  relevant,  but  clearly  someone  with  expertise  in 
the  type  of  disease  process  responsible  for  the  patient's 
chronic  pain  should  be  either  the  referring  physician  or 
part  of  the  pain  treatment  facility's  assessment  team.  At 
least  two  other  medical  specialties  as  well  as  other  types  of 
health  care  providers  should  be  represented  to  justify  the 
term,  multidisciplinary  pain  clinic.  There  is  some  question 
as  to  whether  any  pain  management  facilities  which  are  not 
multidisciplinary  should  exist  in  a  developed  nation. 

Other  types  of  health  care  professionals  are  of  great  value 
in  a  pain  treatment  facility.  These  include  psychologists, 
nurses,  physical  therapists,  occupational  therapists,  social 
workers,  vocational  counselors  and  others.  The  variety  and 
number  will  be  determined  by  the  types  of  patients  seen 
and  the  number  of  visits  per  year  to  the  facility.    We  should 
remember  that  the  etiologies  of  chronic  pain  arc  not  well 


jndcrstood;  medical  treatments  have  already  failed  many 
of  these  patients  and  effective  evaluation  and  treatment 
may  be  administered  by  other  health  care  professionals. 

summary,  the  developed  nations  should  require  that  any 
facility  calling  itself  a  pain  clinic  or  pain  center  offer  a 
multidisciplinary  array  of  diagnostic  and  treatment  facili- 
ties. Single  modality  therapy  programs  should  be  identified 
by  the  modality  they  utilize;  e.g.  "Biofeedback  Clinic"  rather 
[ban  the  term,  "Pain  Clinic"  Neurosurgeons  who  perform 
pain-relieving  procedures  do  not  call  themselves  a  "Pain 
Clinic",  nor  should  any  other  solitary  specialist.  Health 
care  facilities  which  specialize  in  one  region  of  the  body 
should  be  identified  by  that  region  in  their  title;  e.g. 
'Headache  Clinic",  rather  than  "Pain  Clinic".  A  Multidisci- 
plinary  Pain  Clinic  or  Center  should  provide  comprehen- 
sive, integrated  approaches  to  both  assessment  and  treat- 
ment. 

In  developing  nations,  it  may  not  be  immediately  possible 
lo  amass  the  professional  and  physical  resources  to  estab- 
lish a  multidisciplinary  pain  clinic.  A  single  health  care 
provider  may  initiate  a  health  care  facility  with  the  goals  of 
adding  other  personnel  as  the  institution  evolves.  This 
should  be  encouraged  by  IASP  even  though  the  health  care 
facility  at  its  inception  may  not  meet  the  desired  standards. 

Pain  Clinics  and  Pain  Centers  require  not  only  physical 
resources  but  also  specially  trained  health  care  providers. 
There  is  no  specific  training  program  in  pain  management 
at  this  time,  so  all  health  care  providers  have  entered  this 
area  from  existing  specialties.  Fellowships  in  pain  man- 
agement are  beginning  to  develop,  and  those  individuals 
who  wish  to  specialize  in  pain  management  should  be 
encouraged  to  obtain  such  a  period  of  training.  Others 
become  reasonably  skilled  through  their  work  with  pain 
patients,  but  the  field  should  move  toward  the  establish- 
ment of  specific  training  programs  in  pain  management  and 
the  development  of  a  method  of  evaluation  and  certifica- 
tion of  individual  health  care  providers  by  responsible 
leaders. 

All  pain  clinics  should  work  toward  the  use  of  a  single 
method  of  coding  diagnoses  and  treatments.  Although  the 
ICD-9  system  is  utilized  in  many  countries,  it  is  not  particu- 
larly good  for  illnesses  in  which  pain  is  the  major  com- 
plaint. The  IASP  Taxonomy  system  is  a  step  in  the  right 
direction,  but  it  will  need  further  refinement  before  it 
becomes  clinically  acceptable.  Nonetheless,  excellence  in 
pain  management  will  require  a  standardized  reporting 
system  which  can  be  used  by  all  types  of  treatment  facilities 
throughout  the  world. 

Finally,  excellence  is  dependent  upon  education  of  young 
health  care  providers  who  may  wish  to  enter  this  field. 
Pain  Centers  need  to  establish  educational  programs  on  all 
'wis  to  accomplish  this  goal.  These  programs  should 
attempt  to  integrate  with  degree  granting  institutions  in  all 
■he  health  sciences  as  well  as  post-graduate  educational 
Programs. 


See  next  page  (Page  6)  for 

STANDARDS  IN 
PHYSICIAN  FELLOWSHIP 
IN  PAIN  MANAGEMENT 


STANDARDS   FOR  PHYSICIAN   FELLOWSHIP  IN  PAIN   MANAGEMENT 


Definition:  A  Physician  Fellowship  in  Pain  Manage- 
ment is  a  period  of  specialized  post-graduate  training 
for  physicians  which  will  enable  the  graduate  of  such  a 
program  to  properly  assess  and  manage  patients  with 
chronic  pain  of  all  types  and  to  understand  the  sciences 
basic  to  the  practice  of  Pain  Management. 

Duration:  A  Fellowship  in  Pain  Management  should  be 
a  minimum  of  one  year  of  full  time  clinical  training. 
Additional  research  training  may  be  desirable,  depend- 
ing upon  the  Fellow's  career  goals,  but  this  should  not 
erode  the  clinical  training  period. 

Prerequisites  for  Fellowship  in  Pain  Management:  To 

be  eligible  for  a  fellowship  in  Pain  Management,  the 
candidate  must  be  Board  eligible  or  Board  certified  in 
one  of  the  recognized  specialties  of  Medicine;  further- 
more, the  speciality  area  must  involve  patient  care 
experience.  The  Fellow  must  be  a  graduate  of  an 
approved  school  of  medicine.  The  Fellow  must  provide 
at  least  three  letters  of  reference  and  a  curriculum  vitae 
when  applying  for  a  fellowship  position.  The  Fellow 
must  be  licensed  to  practice  medicine  by  the  appropri- 
ate governmental  agencies. 

Resources:  The  Fellowship  must  occur  within  a  medical 
institution  capable  of  providing  a  suitable  educational 
environment.  At  least  three  recognized  patient  care 
specialty  areas  must  be  offered  at  the  same  institution. 
The  institution  must  have  a  medical  library  with  appro- 
priate resources  for  this  level  of  training.  The  clinical 
pain  treatment  program  or  its  parent  institution  must  be 
accredited  by  the  appropriate  governmental  agencies, 
rhe  pain  treatment  facility  must  have  suitable  space 
allocated  for  its  clinical  and  educational  activities.  It 
must  have  a  sufficient  volume  and  variety  of  patients  to 
provide  the  Fellow(s)  with  adequate  educational  oppor- 
tunities. The  pain  treatment  facility  must  see  at  least 
100  new  patients  per  annum  per  Fellow,  there  must  be 
at  least  500  patient  visits  per  year  per  fellow.  Pain 
treatment  facilities  which  specialize  in  one  region  of  the 
body  or  one  type  of  disease  are  by  themselves  not 
adequate  as  a  training  resource. 

Director:  There  must  be  a  designated  Director  of  the 
Pain  Management  Fellowship.  The  Director  shall  be  a 
physician  who  participates  in  the  diagnosis  and  treat- 
ment of  patients  within  the  Pain  Management  facility 
which  offers  the  Fellowship  in  Pain  Management.  The 
Director  of  the  Fellowship  need  not  be  the  administra- 
tive or  medical  chief  of  the  pain  treatment  facility,  but 
the  Fellowship  Director  and  the  administrative  and 
medical  chiefs,  if  they  are  not  the  same  individual,  must 
demonstrate  the  ability  to  interact  in  such  a  way  as  to  be 
conducive  to  the  education  of  Fellows.  The  Director 
shall  be  responsible  for  the  design  and  implementation 
Df  the  fellowship;  he  or  she  will  be  responsible  for  certi- 
fying that  a  fellow  has  successfully  completed  his  or  her 
Gaining  period  and  has  mastered  the  requisite  knowl- 
edge, skills  and  attitudes.  The  Director  must  be  a 
member  of  the  IASP  and  a  national  chapter.  It  is 
lesirabic  that  the  Director  have  extensive  experience  in 


the  management  of  patients  with  the  complaint  of  pain; 
it  is  also  desirable  that  he  or  she  have  educational  and 
administrative  experience  above  and  beyond  the  Fellow- 
ship in  Pain  management.  The  Director  shall  be 
responsible  for  maintaining  an  up  to  date  file  on  each 
Fellow,  documenting  his  or  her  educational  progress 
and  any  deficiencies. 

6.    Faculty:  There  shall  be  at  least  three  members  of  the 
pain  treatment  facility  staff  who  are  designated  as  facul- 
ty in  addition  to  the  Director.  Faculty  members  shall  be 
appropriately  certified  in  a  patient  care  speciality.  If 
one  of  the  facility  is  not  a  Psychiatrist,  an  additional 
faculty  member  must  be  a  licensed  clinical  psychologist 
who  has  expertise  in  pain  management.  Faculty 
members  shall  also  be  members  of  the  IASP  and  a 
national  chapter.  Faculty  members  of  a  Fellowship  in 
Pain  Management  shall  represent  at  least  three  health 
care  delivery  specialties.  Other  types  of  health  care 
providers  in  addition  to  physicians  and  psychologists 
may  also  be  members  of  the  faculty.  Faculty  members 
must  spend  a  major  part  of  their  professional  time 
working  within  the  pain  treatment  facility. 


CLINICAL  TRAINING  SUBJECTS 

Although  not  every  Fellow  will  be  fully  training  in  every 
area  listed  below,  he  or  she  should  at  least  have  had  some 
exposure  to  patients  whose  care  involves  all  of  these  areas. 

1.  Medical  diagnosis  and  therapy 

(a)  History  and  physical  examination 

(b)  Measurement  of  pain 

(c)  Physical  therapies 

(d)  Vocational/rehabilitation  assessment  and 
management 

(e)  Participation  in  multidisciplinary  assessment  and 
treatment 

(f)  Anesthesiologic  procedures  (when  appropriate  for 
Fellow's  prior  training) 

(g)  Surgical  procedures  (when  appropriate  for 
Fellow's  prior  training) 

(h)  Other  procedures  appropriate  to  the  Fellow's  prior 
specialty  training 

2.  Psychologic  diagnosis  and  therapy 

(a)  Use  of  diagnostic  tests 

(b)  Collection  of  data  from  interview  and  standard 
forms 

(c)  Comprehensive  assessment 

(d)  Treatment  options: 

(i)   Individual,  group  and  family  psychotherapy 
(ii)  Cognitive-behavioral  therapies 
(iii)  Biofeedback  and  relaxation  techniques 
(iv)  Hypnotherapy 

3.  Pharmacotherapy 
(a)  Analgesics: 

(i)    Non-narcotics 
(ii)  Narcotics 
(iii)  Adjunctives 


(b)  Antidepressants 

(c)  Sedative-hypnotics 

(d)  Benzodiazepines 

(e)  Others 

Specific  types  of  painful  conditions  to  be  included  in 
Fellow's  educational  program 

(a)  Pain  associated  with  cancer,  including  issues  of 
death  and  dying,  palliative  care  and  hospice. 

(b)  Post-operative  and  post-trauma  pain 

(c)  Pain  associated  with  nervous  system  injuries 

(d)  Pain  associated  with  chronic  disease 

(e)  Pain  of  unknown  etiology 

(f)  Pain  in  children 

(g)  Pain  in  the  aged 

Regional  Paiu  Syndromes  to  be  included  in  Fellow's 
educational  program 


The  publication  "An  Outline  Curriculum  On  Pain  For 
Medical  Schools  (Pain,  33  (1988)  1-2)  by  the  IASP  Sub- 
committee on  University  Courses  and  Curricula,  chaired  bv 
Professor  Issy  Pilowsky,  contains  an  authoritative  listing  of 
the  topics  which  a  Pain  Fellow  should  master  during  the 
training  period.  It  is  reproduced  below  for  ease  of  refer- 
ence. 


(a) 
(b) 
(c) 
N) 
(0 
(0 
(g) 


Headache 

Facial  Pain  syndromes 

Neck  and  upper  back  pain 

Low  back  pain 

Extremity  pain  syndromes 

Thoracic  and  abdominal  pain 

Pelvic  and  perineal  pain 


Editorial 


An  outline  curriculum  on  pain 
for  medical  schools 

Issy  Pilowsky 
Professor  of  Psychiatry,  University  of  Adelaide, 
Adelaide,  SA  (Australia) 
(Accepted  for  publication:  4  January  1988) 

though  most  formal  decisions  as  to  the  management  of 
in  are  made  by  doctors,  it  has  been  obvious  for  a  long 
le  that  medical  undergraduate  teaching  on  the  subject  of 
in  leaves  much  to  be  desired. 

my  medical  schools  teach  very  little  about  pain  at  either 
\i  preclinical  or  clinical  levels  and  information  is  poorly 
egrated. 

anging  medical  undergraduate  curricula  is  never  an  easy 
k.  It  is  one  which  needs  to  be  catalysed  and  facilitated  in 
ariety  of  ways.  As  part  of  its  aim  to  increase  educational 
ndards  in  the  field  of  pain  IASP  set  up  an  Ad  Hoc  Sub- 
nmittee  on  Medical  School  Courses  and  Curriculum  in 
vember  1985.  The  members  of  the  committee  represent 
entire  range  of  disciplines  with  and  interest  in  pain  and 
lude:  Issy  Pilowsky  (Chairman),  Michael  R.  Bond,  John 
ionica,  Harald  Brcivik,  C.  Richard  Chapman,  Arthur  W. 
ggan,  Robert  G.  Large,  John  D.  Locser,  Patrick  J. 
Gralh,  Arthur  G.  Lipman,  Francois  Boureau,  Richard 
|me,  Ann  Piquard-Gauvin,  Paolo  Procacci,  Bruce 


F.Rounsefell,  Bengt  Sjolund,  and  Eldon  R.  Tunks. 

The  committee  set  itself  the  task  of  producing  an  outline 
model  pain  course  which  would  indicate  in  the  form  of  a 
list  of  topics,  the  issues  which  should  be  covered  in  a 
medical  undergraduate  curriculum.  Each  member  of  the 
committee  was  asked  to  provide  a  list  of  subjects.  These 
were  combined  into  a  single  list  which  was  circulated  to  all 
members  and  after  revision  an  agreed  version  was  submit- 
ted to  Council  at  its  August  1987  meeting  where  it  was 
accepted. 

The  chief  purpose  of  this  editorial  is  to  make  the  Pain 
Curriculum  Outline  available  to  a  wide  audience  in  the 
hope  that  it  might  stimulate  comments,  criticisms  and 
suggestions.  The  committee  hopes  that  those  involved  in 
Medical  School  Curriculum  planning  might  use  the  Outline 
to  draw  the  attention  of  their  colleagues  to  the  areas  which 
ought  to  be  covered  if  medical  graduates  are  to  be  ade- 
quately prepared  for  the  management  of  pain.  We  realize, 
of  course,  that  there  are  as  many  ways  of  covering  the 
topics  in  the  Outline  as  there  are  medical  schools.  Wc 
hope,  however,  that  the  Model  Curriculum  wc  have  pro- 
posed will  provide  useful  guidelines  and  wc  have  purposely 
avoided  offering  suggestions  on  how  these  might  be  put 
into  practice  in  terms  of  hours  or  location  in  the  curricu- 
lum. 


(  see  next  page  for  curriculum  outline) 


1ASP 
PROPOSED  CURRICULUM  ON  PAIN  FOR  MEDICAL  UNDERGRADUATES 


Introduction  and  Overview 

Pain  as  a  public  health  problem 

Epidemiology.  Societal  consequences 

Economic  impact 

Medico-legal  and  compensation  issues 

Definition  of  pain 

Relationship  between  acute  and  chronic  pain 

Philosophical  issues 

Historical  aspects  of  the  study  of  pain 

Biological  significance  of  pain  (survival  value) 

(should  also  be  interwoven  into  all  appropriate 

topics) 

Ethical  issues 

Pain  research  in  humans  and  animals,  pain  disability 

and  litigation,  pain  in  children,  pain  and  opiate 

dependence 

Basic  sciences 

Neuroanatomy 

Neurophysiology 

Biochemistry 

Pharmacology 

Psychology,  sociology,  anthropology 

TOPICS 

Peripheral  receptors,  afferent  fibres,  spinal  termina- 
tions and  spinal  processing  of  nociceptive  informa- 
tion, ascending  tracts,  transmitters  (peptides  and 
amino  acids),  supraspinal  sites  of  termination  of 
ascending  tracts,  descending  control  of  nociceptive 
information  and  pain  modulation. 

Affective,  cognitive,  behavioural  and  developmental 
aspects.  Pain  attribution.  Self-esteem,  self-efficacy 
and  perceived  self-control. 

Interpersonal  issues,  sick  role,  illness  behaviour 
(normal  and  abnormal),  the  influence  of  political, 
governmental  and  social  welfare  programmes,  the 
role  of  the  family. 

Cultural  differences  in  pain  meanings  and  treatment 
approaches. 

Clinical  sciences 

Pathology  (somatic  and  psychosocial) 

Trauma  and  injury  (compressed  or  severed  nerve) 

Deafferentation  pain 

Musculoskeletal.  Visceral  and  referred  pain 

Migraine,  muscle  contraction  headache 

Temporomandibular  pain 

Psychiatric  disorders 

Herpes  zoster 

Pain  in  neurological  disease 

Pain  and  cancer 


The  clinical  presentation  of  pain 

Descriptions  of  major  syndromes( acute  and  chronic) 

Illness  behaviours  associated  with  pain  (denial  and 

amplification) 
Pain  as  a  coded  message  of  psychosocial  distress 

Management 

a.  General  principals 

The  measurement,  quantification  and  recording 

of  pain 
The  multiperspective  approach  (multidisciplinary 

pain  clinics) 
The  clinician-patient  relationship 

b.  Clinical  pharmacology 
Non-steroidal  anti-inflammatory  drugs 
Systemic  and  spinal  opioids,  endorphins 
Local  anaesthetics 

Other  drugs  (anticonvulsants,  antidepressants, 
agents  influencing  5-HT  and  endorphins) 

c.  Neurostimulation  techniques 
Transcutaneous  nerve  stimulation,  epidural 

stimulation,  brain  and  spinal  cord  stimula- 
tion 
Acupuncture 

d.  Nerve  blocks 
Local  anaesthetics 
Neurolytic  solutions 

e.  Surgical  techniques 
Nerve  decompression 
Neurosurgical  techniques 
Orthopaedic  techniques     • 

/.    Psychotherapeutic  and  behavioural  approaches 
Individual,  family  and  group  psychotherapy 
Cognitive-behavioural  therapy, 
Relaxation  techniques  (biofeedback,  etc.) 
Hypnotherapy,  operant  approach,  stress  manage- 
ment 

g.    Physical  therapy 

Exercise,  massage,  heat,  hydrotherapy,  etc. 

Pain  in  special  contexts 

Postoperative  (including  prophylaxis) 

Children  and  infants  (signs  of  pain,  evaluation  and 
management,  physiology,  acute  and  chronic  pain) 

Cancer-related  pain  (death  and  dying,  palliative 
care) 

Aged 

Intellectually  retarded 

Pregnancy  and  childbirth 

Occupational  issues  (e.g.,  over  use  syndromes,  post- 
traumatic stress  disorders) 

The  evaluation  of  methods  for  treating  pain 
The  measurement  of  pain,  disability,  associated 

distress  and  suffering 
Choice  of  outcome  measures 
The  evaluation  of  analgesic  therapy 
Assessment  of  pain  relief 


SUPPLEMENT  G: 


MASSACHUSETTS  LEGISLATION 


SEVEN 


RELATIVE  TO  THE  PRACTICE  OF  PHARMACY 


Section  1  of  Chapter  94  of  the  General  Laws,  as  appearing  in  the  1994  Official 
Edition,  is  hereby  amended  by  striking  out  the  definition  of  "written  prescription"  and 
inserting  in  place  thereof  the  following  definition:- 

"Written  prescription",  a  lawful  order  from  a  practitioner  for  a  drug  or  device  for  a 
specific  patient  that  is  communicated  directly  to  a  pharmacist  in  a  licensed  pharmacy,  but  not 
including  an  order  for  medication  which  is  dispensed  for  immediate  administration  to  the 
ultimate  user  by  a  practitioner,  registered  nurse  or  practical  nurse. 

SECTION  2.  Section  18  of  said  chapter  94C,  as  so  appearing,  is  hereby  amended  by 

striking  the  words  "a  contiguous"  in  line  38  and  inserting  in  place  thereof  the  word:-  "another". 
SECTION  3.  Section  20  of  said  chapter,  as  so  appearing,  is  hereby  amended  by 

striking  out  subsection  (C). 


SECTION  4.  Section  23  of  said  chapter  94C  ,  as  so  appearing,  is  hereby  amended  by 

striking  out  the  word  "five"  in  line  2  and  inserting  in  place  thereof  the  word:-  "thirty". 
SECTION  5.  Said  chapter  94C  is  hereby  further  amended  by  striking  out  section  24. 
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